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PROCEEDINGS OF THE COUNCIL 


STATED MEETING, 


STATED meeting of the Council was held 
in John Ware Hall, Boston Medieal Li- 
brary, Wednesday, October 7, 1931, at 12 
o’elock, noon. The President, Dr. Halbert G. 
Stetson, Franklin, was in the chair and the fol- 


lowing 145 Councilors present: 


BARNSTABLE Mippiesex Norrit 
W. D. Kinney M. L. Alling 
G. A. Leahey 
BERKSHIRE J. A. Mehan 
P. J. Sullivan A. G. Seoboria 
W. P. Kelly 
MIDDLESEX SouTH 
F. W. Gay 
H. Allen 
C. F. Atwood 
A. R. Crandell E. H. Bigelow 
F. A. Hubbard 
A. H. Blake 
C. B. Kingsbury W. H. Crosby 


Bristot Sourit 


F. A. Higginbotham 
C. M. Hutchinson 


rowed Josephine D. Kable 

E. F. Curry H. J. Keaney 

D. J. Fennelly E. D. Leonard 

I. N. Tilden A. A. Levi 

C. E. Mongan 

Essex NorTH Dwight O’Hara 

H. H. Nevers H. L. Seavey 

H. G. Armitage J. W. Sever 

E. S. Bagnall C. H. Staples 

J. F. Burnham E. H. Stevens 

H. F. Dearborn H. W. Thayer 


A. P. George H. J. Walcott 

T. R. Healy W. S. Whittemore 

F. S. Smith 

F. W. Snow NORFOLK 

L. T. Stokes W. B. Keeler 

W. D. Walker F. J. Bailey 

F. G. Balch 

Essex SouTH A. S. Begg 

F. W. Baldwin D. N. Blakely 

N. P. Breed W. L. Burrage 


J. F. Donaldson 


W. S. Burrage 


W. T. Hopkins D. G. Elridge 
J. F. Jordan W. Cc. Emery 
C. H. Phillips Cc. B. Faunce, Jr. 
W. G. Phippen J. B. Hall 
R. E. Stone G. W. Kaan 
J. W. Trask W. C. Kite 
FRANKLIN C. Ly MacGray 
Charles Moline Charles 
H. G. Stetson 
S. F. McKeen 
T. J. Murphy 
. B. C. Riemer 
S. A. Mahoney SA Robins 
MIppDLESEX EAST C. A. Rowe 
J. H. Blaisdell H. F. R. Watts 
C. E. Montague W. A. White 
F. L. Smalley W. H. Young 
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NorFoLK T. J. O'Brien 
Cc. 8. Adams W. S. Parker 
G. V. Higgins G. C. Shattuck 


FE. Jones W. R. Sisson 
Louisa Paine Tingley 

PLYMOUTH J. R. Torbert 

T. H. McCarthy Conrad Wesselhoeft 

G. A. Moore 

F. W. Murdock WORCESTER 

J. P. Shaw E. L. Hunt 

A. C. Smith W. P. Bowers 

L. R. Bragg 

SUPFOLK F. H. Clapp 

A. E. Austin P. H. Cook 

J. W. Bartol G. A. Dix 

Horace Binney G. E. Emery 

Gerald Blake Homer Gage 

W. B. Breed J. J. Goodwin 

C. S. Butler David Harrower 

David Cheever A. W. Marsh 

F. J. Cotton J. W. O'Connor 

A. H. Crosbie W. C. Seelye 

W. P. Cross A. M. Shattuck 


F. H. Washburn 
S. B. Woodward 


Lincoln Davis 
R. L. DeNormandie 
W. H. Ensworth 


R. B. Greenough WorceESTER Nortit 


J. B. Hawes, 2d H. R. Nye 
H. T. Hutchins F. R. Dame 
E. P. Joslin C. H. Jennings 


T. H. Lanman J. H. Kearney 
G. A. Leland A. F. Lowell 
L. S. McKittrick W. F. Sawyer 


The Chair called the meeting to order and 
said that this was the first opportunity that he 
had had to meet the Council and he eould not 
let the opportunity pass without expressing his 
appreciation of the election to the office of presi- 
dent. He had grave doubts as to the wisdom 
of the Couneil’s choice but as to the honor which 
had been conferred there was absolutely no 
doubt in his mind. The position had been oc- 
cupied by some very able and constructive men 
in the past and to their efforts are due in no 
small degree the success and the accomplish- 
ments which the Massachusetts Medical Society 
has obtained during the one hundred and fifty 
years of its existence. In accepting the office 
of president he knew that he had the united 
support of the Council, and that was a great 
comfort and satisfaction and he would like to 
feel that the work which has been carried on so 
carefully and energetically in the past may be 
duplicated in the coming one hundred and fifty 
years and that our suecessors may be able to 
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look back, as we did at the meeting last June, 
with a sense of pride and satisfaction in the or- 
ganization of which we are all a part. 

On motion by Dr. 8S. B. Woodward, duly sec- 
onded, it was voted to dispense with the read- 
ing of the records of the last meeting. 

Dr. T. H. Lanman, Suffolk, sketched the plans | » 
of the Committee of Arrangements for the next 
annual meeting of the Society. They had been 
only fragmentary because there had been doubt 
as to the exact time and place of the meeting. 
He favored a meeting in the Hotel Statler, Bos- 
ton, on Wednesday, Thursday and Friday, June 
8, 9 and 10, as he had found it impossible to re- 
serve the rooms at the Statler for Tuesday, June 
7, the normal first day of the meeting, under the 
terms of the By-Laws, these being June 7 and 8. 
He thought that the time and place of the next 
annual meeting should be fixed at the annual 
meeting, instead of at the October meeting. The 
Chair pointed out that as no invitations to hold 
the meeting outside Boston had been received 
that the meeting would necessarily be held in 
that city, under the terms of the By-Laws. 

Secretary Burrage read passages from chap- 
ters II and IV of the By-Laws showing that 
the annual meeting is to be held in Boston, un- 
less otherwise ordered by the Council, and that 
the annual meeting of the Council is to be held 
on the day next preceding the meeting of the 
Society itself. After further discussion by sev- 
eral councilors it was decided to have the meet- 
ing at the Hotel Statler, Boston on Wednesday, 
Thursday and Friday, June 8, 9 and 10, 1932. 

Dr. L. 8S. McKittrick, Suffolk, a former chair- 
man of the Committee of Arrangements, offered 
a motion that the place and date of the next 
annual meeting of the Society shall be fixed by 
the Council, so far as possible, at each annual 
meeting of that body. The motion having been 
seconded was put to a vote and passed. Dr. 
D. N. Blakely, Norfolk, presented the report 
of his Committee on Membership and Finance, 
on Membership. 


REPORT OF THE COMMITTEE ON MEMBERSHIP AND 
FINANCE ON MEMBERSHIP 


Your Committee makes the following recommenda- 
tions as to membership: 


1. That the vote of the Council at its annual meet- 
ing, June 9, 1931, accepting this Committee’s report 
on membership and adopting its recommendations, 
be reconsidered and passed with one change, namely, 
that the name of John Raymond Andrews, of Pitts- 
field, be omitted from the list of seven Fellows who 
were to be allowed to resign. Shortly after the 
annual meeting it was discovered that Dr. Andrews’ 
name had been included in error due to a misunder- 
standing of correspondence and it is to correct the 
error that this recommendation is made. 


2. At the annual meeting of the Council, held 
June 9, 1931, there were nominated for Honorary 
Fellowship 
a. Sir D’Arcy Power, K.B.E., B.A., M.B., Oxford, 
1882, F.R.C.S. (England). Sir D’Arcy has been a dis- 
tinguished surgeon, an active teacher and a noted 


author. Besides articles on many surgical subjects, 
he has written a Life of William Harvey, lives of 
eminent surgeons in the Dictionary of National Biog- 
raphy, Memorials of the Craft of Surgery and a His- 
tory of St. Bartholomew’s Hospital. His home is in 
London. 
b. Mr. George Grey Turner, M.B., M.S., F.R.C.S. 
(England), M.D.. University of Durham, 1898, 
F.A.C.S., Professor of Surgery in the University of 
Durham, Senior Surgeon, Royal Victoria Infirmary, 
Newcastle-upon-Tyne, Member of Council of Royal 
College of Surgeons of England. 
ce. Dr. Alexander Primrose, C.B., M.B., C.M. (Edin- 
burgh), F.R.C.S. (England), LL.D. (Edinburgh), 
M.D., University of Edinburgh, 1886, F.A.C.S., Dean 
of the Faculty of Medicine and Professor of Clinical 
Surgery, University of Toronto, Consulting Surgeon, 
Toronto General Hospital, Consulting Surgeon, Hos- 
pital for Sick Children, Toronto. 


Your Committee recommends that these three men 
be elected to Honorary Fellowship in the Massachu- 
setts Medical Society under the provisions of Chap- 
ter I, Section 4, of the By-Laws. 


3. That the following named ten Fellows be al- 
lowed to retire under the provisions of Chapter I, 
Section 5, of the By-Laws: 

1. Chandler, Henry Beckles, West Newton. 

2. Davis, Frank Albert, Bronx, N. Y. 
3. Durell, Thomas Moulton, Somerville, 
with remission of dues for 1929, in part, 1930, 


4. Edwards, William Lothrop, Boston. 
5. Lovell, Martha Eleanor, Boston. 
6. Mayberry, Frank Eugene, Gorham, Me. 
7. Penny, Herbert Thomas, Cliftondale, 
with remission of dues for 1930 and 1931. 
8. Quackenboss, Alexander, Boston 
with remission of dues for 1930 and 1931. 
9. Weston, George Dake, Springfield, 
with remission of dues for 1930 and 1931. 
10. Withington, Alfreda Bosworth, Big Laurel, Ky. 


4. That dues of the following named three Fel- 
lows be remitted under the provisions of Chapter I, 
Section 6, of the By-Laws: 

1. Greene, Daniel Crosby, Boston, for 1929-30-31. 
2. Queen, Hyman Samuel, New Bedford, for 1929- 
193 


0. 
3. Saeger, Ernest Tirrill, Newtonville, for 1931. 


5. That the following named two Fellows be al- 
lowed to resign under the provisions of Chapter I, 
Section 7, of the By-Laws: 

1. Hurley, Daniel Joseph, Boston, 
as of August 14, 1931. 

2. Mantione, Rosario Leonard, Pittston, Pa., 
with remission of dues for 1929-30-31. 


6. That the following named ten Fellows be de- 
prived of the privileges of Fellowship under the pro- 
visions of Chapter I, Section 8, Clauses (a) and (b), 
of the By-Laws: 

Addelson, Nathan, Boston. 

Casey, Chester Arthur, Ironton, Ohio. 

Dowd, Aloysius Francis, Manchester, N. H. 

Finn, Richard William, New York City. 

Greene, William Henry, Roxbury. 

Haubrick, Bernard Page, Claremont, N. H. ; 

Noble, Ermy Corser, formerly of Westwood, pres- 
ent address unknown. 

Stevens, Harold Elmer Ellsworth, Roscoe, Calif. 

. Turetsky, William Leo, Dorchester. 

. Upson, William Hart, Suffield, Conn. 


7. That the following named two Fellows be al- 
lowed to change their membership from one District 
Society to another without change of legal residence, 
under the provisions of Chapter III, Section 3, of the 
By-Laws: 
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From Norfolk to Suffolk 
1. Blumgart, Herrman Ludwig, Brookline. 
2. Wallace, Richard Hendrickson, Brookline. 


Davip N. BLAKELY, Chairman. 


It was moved and seconded that the report 
be accepted and its recommendations adopted. 
Before putting the motion the Chair said he 
would like to say a word in regard to the resig- 
nation of Dr. Daniel J. Hurley, one of the names 
in that report. He pointed out that two Fel- 
lows of the Massachusetts Medical Society, Dr. 
Daniel J. Hurley and Dr. Stephen Rushmore, 
now secretary of the Board of Registration in 
Medicine, had resigned their fellowships in this 
society in order that they might take places on 
that board. The medical practice act of the 
Commonwealth is such that no more than three 
members of the Board of Registration in Medi- 
cine shall be members of a chartered medical s0- 
ciety and, as the board already had that num- 
ber, the Governor was prevented from nominat- 
ing any more. He thought that too much could 
not be said in praise of these men for the spirit 
for public service that they have shown in re- 
signing from the Society that they might serve 
on the important board of registration. The 
motion, being put, was passed without dissent. 

The report of the same committee, on finance, 
was read next by the chairman. Dr. E. F. Cody, 
Bristol South, pointed out that a similar request 
for money had been presented to the standing 
Committee on Public Health, referring to the 
Boston Better Business Bureau some time ago. 
The Committee on Public Health, of which he 
is a member, had canvassed the matter and felt 
at that time that the benefit to be derived by 
the Society from a medical standpoint was not 
sufficient to warrant the expenditure. 

The motion being duly made and seconded the 
report was accepted and its recommendations 
adopted. 


REPORT OF THE COMMITTEE ON MEMBERSHIP AND 
FINANCE ON FINANCE 


At the last meeting of the Council the Committee 
on Public Education recommended that the Massa- 
chusetts Medical Society “contribute not less than 
$250. a year to the Boston Better Business Bureau, 
thus securing an active membership in the Bureau 
and endorsing its work’. 

Your Committee recommends that $250. be appro- 
priated at this time for the purpose named, it being 
understood that this will entitle the Society to mem- 
bership in the Bureau until the end of December, 


Your Committee further recommends that the an- 
nual assessment for 1932 be $10. for Resident Fellows 
and $6. for Non-Resident Fellows. 


Davip N. BLAKELY, Chairman. 


The Secretary read the reports of the com- 
mittees appointed at the last meeting to consider 
the petitions of A. H. Petit of Ware; H. A. Shaw 
of Cambridge and N. L. Burnett of Cambridge. 
Each petition was acted on separately and each 
was accepted and its recommendations adopted, 


namely that the petitioner be restored to the 
privileges of fellowship if he comply with the 
specified conditions. A petition to be restored 
from C. F. Worthen of Brookline was read and 
the following committee appointed to consider 
it: S. F. McKeen, H. K. Boutwell, F. Elmer 
Jones. 

On nomination by the Chair the following 
were appointed an Auditing Committee: R. C. 
Hurd, Newburyport; R. H. Vose, Milton. 


Dr. 8S. A. Mahoney, Hampden, took the floor 
and spoke as follows: 

Mr. Chairman, I have been laid up for the 
past three or four weeks, and while laid up I 
took to reading the Journal. It is rather a harm- 
less proceeding, I think, and not fatal. In that 
journal I saw among the correspondence some- 
thing by Dr. Charles Malone, of Jamaica Plain, 
a councilor, in which he complains decidedly of 
the activities of the municipal and the state 
Boards of Health infringing upon the duties 
that usually ought to come to the private practi- 
tioners. The last paragraph in his letter rather 
caught my eye, in which he says: ‘‘I have 
found it useless to appeal to the officers of the 
Society or the Council to do anything that would 
aid a general practitioner.’’ I do not think a 
thing of that sort, appearing in our official or- 
gan, should go unchallenged. 

Up in Holyoke lately the State Board of 
Health has started certain activities in regard 
to the children’s health department that ar- 
rested my attention. The Holyoke Council sent 
out a circular to members of that Council, physi- 
cians, and others interested, and they call at- 
tention to the founding of a Child Guidance 
Clinie at the Holyoke Hospital. There is no 
objection to that at all that I can see, provided 
they confine their activities to the proper people 
to give those things to, but when they underline 
in their prospectus stating that there is no 
charge for this service and the service is sup- 
plied by the Commonwealth and should be ac- 
cepted by everyone, rich or poor, I do not think 
that is right. I do not think that a public serv- 
ice should be given to the rich or poor indis- 
criminately if the people are able to pay for the 
service. I should like to have this matter cir- 
culated among the members to see what their re- 
action would be. 

I communicated with the State Board of Pub- 
lic Health through Doctor Bigelow, the Com- 
missioner, and got a very courteous reply from 
him, although he leaned decidedly toward the 
founding of such a clinie and giving those serv- 
ices to those people. That is usually exploited 
by the social service, and in our local paper of 
that night a notification of this weekly health 
clinic to aid parents in child guidance, was 
given. They stated that six sessions had been 
held that day, and no advertisement by Lydia 
Pinkham or any other patent medicine is any 
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more expressive than this thing. It takes up a 
supposititious case and tells about the great 
service that this clinic gives to rich and poor 
— any charge at all being made to the 
rich. 

I also communicated with our Committee on 
Ethics and Discipline, headed by Doctor Chee- 
ver, and Doctor Cheever told me that there had 
been no meeting of this Committee this summer 
to consider this subject although the com- 
mittee had received many data in the past. I 
would like to have a report from this commit- 
tee. 

I think it is up to us as Councilors to take 
some action to see if there cannot be some way 
for the State Board of Health and the Massa- 
chusetts Medical Society to come together and 
see if something cannot be worked out by which 
the private practitioners of the Commonwealth, 
members of the Massachusetts Medical Society, 
and the Homeopathic Medical Society shall be 
protected against the enthusiasm, you might call 
it, of our paid employees of the state. Thank 
you. 


Dr. W. S. Wuirtemore, Middlesex South, 
said: I am chairman of the Cancer Committee 
of the Cambridge Tuberculosis Association. Just 
a year ago we established a diagnosis cancer 
clinie at the Cambridge Hospital. In sending 
out notices of that clinic I was careful to state 
that those persons who were not able to employ 
a private physician could come to the clinic for 
examination. We asked the State Board of 
Health to contribute to the support of that 
elinie and they said they would like to, but in- 
asmuch as I had ineluded that statement in the 
notice, that only such persons as could not af- 
ford to employ private physicians should come, 
they could not support the clinic because their 
cancer clinics were open to everyone, rich and 
poor alike. I think this is a matter which cer- 
tainly the Massachusetts Medical Society should 
take up because it seems to me that state medi- 
cine is nothing but state medicine. 


Dr. Davin CHEEVER, Suffolk, said that he was 
in agreement with the views expressed by Dr. 
Mahoney. His committee was entirely sympa- 
thetic but that technically, under the terms of 
the By-Laws, the duty of the Committee on 
Ethies and Discipline is to consider charges 
against individual Fellows alleging infraction of 
the By-Laws, failure to conform to the Code of 
Ethies or other conduct unworthy of an honor- 
able physician, not broad questions of policy. 
The question of the socialization of the practice 
of medicine was hardly within the scope of the 
activities of his committee—altogether too large 
a question, a great social problem which needed 
a proper committee to review the subject; to 
circularize the State and to take action of a 
most definite kind. 


Dr. C. E. Monaan, Middlesex South, addressed 
the Council. Hesaid: Mr. President and Mem- 
bers of the Council—We have had this question 
presented to us many times before, and I think 
the record will show that we have taken two or 
three somersaults. We have sidestepped, if I 
may use the slang expression, we have ignored, 
and we have, to use another slang expression, 
passed the buck and done nothing. The re- 
marks from the gentleman from Holyoke are the 
same that have been made on this floor for the 
last 13 years. The chairman of the Committee 
on Discipline says the problem is too big for him, 
he takes a back seat, perhaps with wisdom and 
perhaps with judgment. It is a world problem 
of the socialization of medicine,—yes, in some 
parts of the world under paternal governments, 
but governments entirely different from those 
that exist in the United States. If we are to 
socialize medicine, let us do it, make up our 
minds to do it. If we are not in favor of the 
socialization of medicine, then protect our 
rights. 

There are many state societies in this coun- 
try of ours who take care of these questions by 
a committee which has rather a high sounding 
name, a Committee on Public Relations, and 
that means the relations between the medical 
profession and the laity. It is possible for this 
organization to appoint a permanent committee 
on public relations. No less an organization than 
the American Medical Association has done the 
same thing. It is called the Committee on 
Economics. 

If that committee were instituted or appointed 
I think that the suggestion of Doctor Mahoney 
could be carried out, we could have an under- 
standing with the State Department of Health 
and the local Boards of Health. It is true that 
we are all urging that the same thing be done 
but we never seem to get together, nobody has 
been able to tell me yet the meaning of the 
words ‘‘public health’’. I have asked in this 
Council the question, Where does public health 
end and where does private health begin ? 

I called your attention a year ago to what 
was done by the New England Council of Health 
Organizations which had a meeting in Decem- 
ber about 18 months ago. You could see then 
the tendency of state departments of health 
gradually picking into the private practice of 
medicine, the clinics on arthritis, cardiac clinics, 
clinics on social diseases,—and the majority of 
the people who listened to those papers, which 
were given by eminent men and which were fit 
only to be considered by medical men, were 
nurses. 

I think it is time for this organization to do 
something. I think it is time for it to do it to- 
day. Therefore I will make a motion, Mr. Presi- 
dent, that a committee on public relations be 
established in this Society, and that each Dis- 
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trict Society of the Massachusetts Medical So- 
ciety contribute one member. I think there are 
eighteen districts, and that would be a com- 
mittee of eighteen with one member from each 
district society, and they should consider this 
whole question and report at the next meeting 
¢ the Council. I make that motion, Mr. Presi- 
ent. 


The method of appointing the members of the 
committee, the chairmanship, the sort of mem- 
bers to be appointed were discussed at length 
by Councilors from Bristol North, Essex North, 
Hampden, Middlesex South, Norfolk, Plymouth 
and Worcester North and others. The opinion 
prevailed that each District Medical Society 
should select a member of a committee of nine- 
teen who was active, interested and experienced 
in public medicine and had the time and inclina- 
tion to attend meetings; that the president of 
the parent Society should act as chairman; that 
the committee should be of a continuing char- 
acter from year to year; that it should consider 
among other things the attitude of the various 
public health agencies toward the general prac- 
titioner. Finally it was voted, on motion by Dr. 
C. E. Mongan, Middlesex South, amended, to es- 
tablish a Committee on Public Relations, to con- 
sist of a member from each District Society 
and of the president of the parent Society, ez- 
officio, who shall act as chairman; the members 
to be appointed by the District Societies. In 
the event that a District Society does not hold 
a meeting previous to November 1, 1931, the 
president of the district is to appoint a mem- 
ber who shall hold office until confirmed by ac- 
tion by his society; that the committee shall 
organize and make a first report to the Council 
at its meeting on February 3, 1932. 


Dr. Davin CuEEveER, Suffolk, said: The Com- 
mittee on Ethics and Discipline are very glad 
indeed to report to the Council that the full 
bench of the Supreme Court of: Massachusetts 
has sustained the verdict of Mr. Justice Wait, 
acting as a single justice, in the case of Dr. 
George J. Ott, whose license to practice was 
revoked by the State Board of Registration in 
Medicine, and the court has thus sustained the 
attitude which the Committee on Ethics and 
Discipline took, that there had been a serious 
miscarriage of justice. 

The Committee feels very strongly that a very 
important aspect of this matter is the question 
whether the statutes under which the State 
Board of Registration is functioning are wise, 
or whether we should make some effort to change 
them. I was prepared to make a brief state- 
ment about the circumstances concerning this, 
but the hour is late. I will do so if the Council 
wishes, or we can postpone it until another meet- 
ing of the Council. It would take perhaps 10 
or 15 minutes for me to make a statement suffi- 


ciently comprehensive for the Council to ex- 
press an opinion about the merits of the case. 

[It was moved and seconded that Doctor 
Cheever be given the time he required, the ques- 
tion was put, and the motion prevailed without 
dissent. ] 

The statutes, as you know in a general way, 
establish the Board of Registration in Medicine, 
give it power to revoke licenses for certain mis- 
demeanors, and then provide that the defendant 
physician shall have power to petition the Su- 
preme Court for a revision or reversal of the 
verdict of the Board. Notice the word ‘‘peti- 
tion’’; it is not a right of appeal. 

It appears that in handing down this deci- 
sion which Chief Justice Rugg pronounced, we 
have broken into entirely new ground and an in- 
terpretation of the statute has been made which 
is going to serve as a precedent. The point is 
that the scope of the inquiry before the Supreme 
Court has never been determined, and the Court 
decrees in this opinion that the scope of the 
inquiry under the present statutes shall be very 
limited ; that it is not in fact an appeal to the 
Supreme Court; that the Supreme Court shall 
not have the power to re-try the case, to examine 
witnesses, or to go into the merits of the case, 
but shall merely examine the record of the 
proceedings before the State Board to see 
whether they were conducted according to law. 
So, the defendant physician really does not have 
an opportunity to have his case tried before a 
state tribunal. 

Moreover, the opinion states that every pre- 
sumption is to be made in favor of the regu- 
larity and fairness of the methods of procedure 
and of the action of the State Board. That is 
to say, there is every presumption in favor of 
the justice of the action of the State Board 
when this case is reviewed by the Supreme 
Court. 

I would recall to you what the statute says, 
namely, that the Supreme Judicial Court may 
enter a decree revising or reversing the deci- 
sion of the Board only if it appears that the 
decision ‘‘was clearly wrong’’. 

I want to make it perfectly clear to you that 
the defendant physician appears before the Su- 
preme Court or before a single justice of the 
Supreme Court with every presumption in favor 
of the justice of the finding of the Board, and 
with the necessity of proving to the Supreme 
Court that the decision of the Board was clearly 
wrong, and without the privilege of presenting 
witnesses or being represented by counsel for the 
cross-examination of such witnesses in a trial. 
He appears as a guilty man who must attempt 
to prove his innocence against odds. 

This really seems an extraordinary situation, 
and let me compare it for a moment with the 
conditions pertaining to the legal profession. 
If a lawyer is brought up for some. misdemeanor 
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which is likely to lead to disbarment, his case 
is first heard by the Grievance Committee of the 
Bar Association, which acts, I suppose, more or 
less as a Grand Jury. They of course are 
trained lawyers, trained in taking evidence, in 
weighing evidence, and examining witnesses. If 
they find cause for the trial of the defendant, 
he then goes before one of our duly constituted 
courts, the Supreme Court, and has a regular 
trial in which his witnesses are presented, in 
which he is represented by counsel, and in which 
he has every possibility of the true, wise and 
just determination of his cause that is extended 
to any citizen of Massachusetts. I may say that 
our legal counsel, Mr. R. G. Dodge, who of course 
is a very experienced lawyer, was amazed at 
the situation that exists in relation to our physi- 
cians. 

It is perfectly clear that miscarriages of jus- 
tice may occur before the Board of Registra- 
tion in Medicine which is composed of physi- 
cians who are not used to weighing evidence 
and examining witnesses, and when such mis- 
carriage of justice has occurred or is thought 
to have occurred, the defendant physician has to 
go before the Supreme Court, as a guilty man 
who has got to prove his innocence instead of 
as an innocent man whose guilt has to be proved. 

I might emphasize that a little by reading the 
letter which Mr. Dodge wrote in transmitting 
this verdict of the Supreme Court to us. 


Copy 
735 Exchange Building, 
B 


oston, 
15th September 1931. 

Dr. David Cheever 

Peter Bent Brigham Hospital 

Huntington Avenue, 

Boston, Mass. 

(Ott Case) 
Dear Dr. Cheever: 

I send herewith copy of the decision of the Supreme 
Judicial Court. 

You will note that the court sustains Judge Wait’s 
decision on the ground that he was justified in find- 
ing that the Board did not give Dr. Ott a fair and 
impartial hearing. They disregard Judge Wait’s 
finding that the testimony of the principal witness 
was perjured, holding that the scope of the proceed- 
ings in the Supreme Court is very narrow and that 
a doctor who takes his case to the court is not en- 
titled to a re-trial on the facts, but merely to a de- 
cision as to whether the Board proceeded fairly in 
accordance with the law. It seems to me that the 
statute, thus construed, is altogether too narrow and 
that a doctor whose registration is revoked by the 
Board ought to have full rights of appeal to the court 
and the right to a re-trial of the case in that court. 
The only way to bring this about is to get the Legis- 
lature to change the statute. I should think it would 
be worth while for the Massachusetts Medical Society 
to consider the advisability of trying to obtain legis- 
lation on this point. 

Yours truly, 
(signed) R. G. DopGe. 


I imagine that Justice Wait in conducting 
the hearing in this case was aware of the fact 
that the scope of such a review had never been 


determined by the full bench of the Supreme 
Court, and he may have been uncertain as to 
whether under the statute he was empowered 
to re-try the case, but I assume that he evidently 
felt that the case was of such importance or 
would be of such importance as a precedent that 
he should re-try it completely, and, as you know, 
there was a three-day trial at which all the wit- 
nesses were heard, examined and cross-examined, 
additional witnesses heard, arguments by counsel 
permitted, in other words, a most complete re- 
trial of the case that could be had. His final 
conclusion has been justified, but, as you see, the 
court has narrowed the scope of the inquiry and 
er that a full re-trial should not have been 
eld. 


Now, as I understand it, there is before a 
committee of the Society, the Committee on 
Medical Education and Medical Diplomas and 
the Committee on State and National Legisla- 
tion, acting as a joint committee, under the 
chairmanship of Doctor P. P. Johnson of Bev- 
erly, the consideration of the statutes under 
which the State Board is functioning, with spe- 
cial reference to the provision that not more 
than three members of any one chartered medi- 
cal society shall be members of that Board of 
Registration, a provision which has necessitated, 
just now, as the president has told you, the resig- 
nation of two valued members from our Society 
in order that they may serve on the State Board. 
It seems to me that this problem of the desir- 
ability of modifying the statutes so that any de- 
fendant physician whose registration has been 
cancelled or who has been disciplined by the 
State Board of Registration may have power of 
appeal to the Supreme Court should be consid- 
ered, and perhaps this Committee should take 
this whole matter under consideration and make 
recommendations to the Council. I should very 
much like to have expressions of opinion from 
members of the Council as to whether the Com- 
mittee on Ethics and Discipline is sound in the 
view that they take of this situation. If there 
are any points on which any members of the 
Council are hazy in their understanding of the 
situation, I would be very glad to try to ex- 
plain them. 

Dr. W. A. Lane, Norfolk: 
pedite matters and assure Doctor Cheever of 
the earnest support of the Council, I would 
make the motion, which would carry our ap- 
probation, to the effect that the Committee on 
State and National Legislation be empowered 
to draw up a bill to cover this matter which 
would be satisfactory to the Committee on Ethics 
and Discipline, and also the Council, to be pre- 
sented to the Legislature for action, and to be 
reported at the next meeting of the Council.’ 


PRESIDENT STETsON: I will call the gentle- 
man’s attention to the fact that a bill presented 
at the next meeting of this Council, which 


In order to ex- .. 
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would be in February, would be too late to be 
presented to the next Legislature for any ac- 
tion. 


Dr. T. J. O’Brien, Suffolk: Two years ago 
a motion was passed that a joint committee, con- 
sisting of the Committee on State and National 
Legislation and the Committee on Medical Edu- 
cation, meet and consider the rewriting of the 
Medical Practice Act. Doctor P. P. Johnson is 
chairman of that committee, and I have the 
honor to be the secretary. The Medical Practice 
Acts of all the states and territories have been 
' studied. We have met with the Board of Reg- 
istration in Medicine and have tried to come 
to a conclusion, considering the several points, 
of which there are a great many more than 
Doctor Cheever’s, and some of great importance. 
We have had a meeting recently, and the vote of 
. this committee was that no action be taken at 
present. 

Every bill must be introduced, as has been 
said, in the first week in January, and the 
introduction of a bill such as Doctor Cheever 
speaks of I think would be most inopportune. I 
think that should be incorporated in our new 
Medical Practice Act. 

It may be of interest to you gentlemen to 
know that the chiropractors are now having an 
initiative instead of a referendum, the differ- 
ence being that an initiative is an act creating 
a new law, whereas a referendum concerns one 
already on the books. 15,000 signatures must 
be obtained and that initiative submitted to a 
committee. If the committee opposes it or turns 
it down, they only have to get 5,000 more sig- 
natures and that initiative will go on the ballot 
next year, and it is predicted that it will go on. 
Lack of interest of physicians throughout the 
state as shown in our several bills of great im- 
portance affecting us economically, profession- 


ally, and in every way, gives these men suffi- 
cient encouragement. 

The osteopaths are going to present a bill re- 
quiring the Governor to appoint an osteopath 
on the Board of Registration in Medicine. If 
they do not do that they are going to present 
a bill to create a board of osteopathy. In 1909 
we turned down the osteopaths and made them 
come up to our grade, and now, if you please, 
they have the legal right to operate, and they 
have a hospital in Jamaica Plain, and they can 
do’ Caesareans and set fractures and do what 
they please and our law permits it. 


It seems to me that we should proceed very, 
very slowly in this matter. The committee of 
which I have the honor to be a member will re- 
port in due time and I think a good deal of harm 
will be done by hasty action. 


Dr. CHEEVER: I should like to ask Doctor 
O’Brien whether that particular point I brought 
up is under consideration. I should suppose 
that it was not. 


Dr. O’Brien: It was not, but we will give it 
due consideration. 


Dr. CHEEVER: Would it be acceptable to your 
committee if I made a detailed statement of our 
views and sent it to you with our recommenda- 
tion ? 


Dr. O’Brien: It would be very helpful, but 
I think it would be unwise to put in a bill cov- 
ering one point alone. 


Upon motion duly made and seconded, that 
the meeting do now adjourn, the question was 
put, and the motion prevailed without dissent. 
Thereupon the meeting was dissolved, at 1:30 
P. M. 

Water L. Burrage, Secretary. 
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STUDIES IN ASTHMA* 
XIV. Bronchoscopy in Asthmat 


BY FRANCIS L. 


N order to determine the mechanism by which 
bronchoscopy gives benefit to some patients 
with asthma and perhaps to define the type of 
patient suitable for this form of therapy, a 
study has been made of fifteen patients observed 
in the Anaphylaxis Clinic of the Massachusetts 
General Hospital and in the Bronchoscopic Clinic 
of the Massachusetts Eye and Ear Infirmary. 
These fifteen patients were examined and treated 
through the bronchoseope and all of them have 
been followed for periods of six months to two 
years. The follow-up period is short, but it 
seems worth while to report the results so far. 

This report deals with the findings at the 
time of examination and emphasizes the impor- 
tance of the character of any exudate in the 
tracheobronchial tree, particularly that which is 
so tenacious that it clings firmly to mucous mem- 
brane, despite cough. A corollary of this point 
places such secretion in the rdle of a foreign 
body, the removal of which, even in a small 
quantity, would be beneficial. An attempt has 
been made to correlate the clinical progress of 
the patient with any changes observed through 
the bronchoseope. 

Clerf! has reviewed the more important liter- 
ature concerning bronchoseopic studies in 
asthma since 1907, and has stressed the fact that 
the bronchoseopie picture of bronchial asthma 
is not uniform. Ramirez and St. George? * have 
emphasized the fact that bronchoscopic inspec- 
tion and therapy per se demand recognition. 


‘*PXUDATIVE’’ ASTHMA 


The theories of the mechanism of the asth- 
matic attack are the familiar conceptions of 
spasm of the smooth muscle of the bronchioles 
and of edema of the mucous membrane. From 
the present study a third possible mechanism is 
suggested : namely, the partial occlusion of large 
or small bronchi by a peculiarly characteristic 
sticky, highly tenacious mucoid secretion. Jack- 
sont has described the different types of valve- 
like action which viscid bronchial secretions may 
produce. The glue-like secretion appears to act 
as a partially efficient check-valve to the particu- 
lar portion of the lung distal to it, allowing air 
to enter the lung during the inspiratory dilata- 

*Read before the Society for the Advancement of Allergy, 
Philadelphia, June, 1931. 

‘¢The expenses of this investigation were met from an anony- 
mous donation known as the “M. G. H. Asthma Fund”, 

From the Anaphylaxis Clinic of the Massachusetts General 


Hospital and the Bronchoscopic Clinic of the Massachusetts 
Eye and Ear Infirmary. 

The author wishes to express his thanks to Drs. F. M. Racke- 
mann, H. P. Mosher, Tracy B. Mallory and D. Campbell Smyth 
for their assistance in this study. 

tWeille—Assistant in Laryngology and in Otology, Harvard 
Medical School. For record and address of author see ‘This 
Week's Issue’’, page 882. 
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tion of the bronchi but trapping the air distal 
to the point of obstruction upon expiratory con- 
traction of the lower air passages. Patients with 
these findings may be described as having “‘ex- 
udative’’ asthma; it is felt that to this type in- 
sufficient attention has been paid in the past. 


OBJECT OF BRONCHOSCOPY 


It is obvious that the tip of the bronchoscope, 
or even of a suction tube, reaches only the larger 
bronchi. Due to the gum-like consistency of the 
secretion there is a great mechanical advantage 
to the patient in having to ‘‘raise’’ it by cough- 
ing only to the level at which it may be reached 
by bronchoscopic instruments, as contrasted with 
the disadvantage of having to bring it up to the 
level of the glottis. Aspiration of such secre- 
tion should give patients having exudative 
asthma greater or less symptomatic relief from 
wheezing in direct proportion to the degree of 
mechanical cleansing of the large and small 
bronchi. 


TECHNIQUE EMPLOYED 


The bronchoscopic technique followed in the 
present study was simple. The patients re- 
ceived very small doses of morphine and never 
more than one two-hundredth grain of scopola- 
mine before the treatment. A solution of co- 
caine-adrenalin was swabbed over the oro- 
pharynx, the pyriform sinuses and the larynx. 
With each succeeding bronchoscopy in the same 
ease the foregoing medication was reduced as 
much as possible. With the aid of a Mosher or 
Jackson laryngoscope, a bronchoscope was intro- 
duced into the trachea—a 7 mm. 40 em. instru- 
ment usually being employed. The tracheobron- 
chial tree was inspected and treated with suc- 
tion and the application of equal parts of 10% 
cocaine and 1-1000 adrenalin to the mucous 
membrane. Various types of suction tubes were 
used, including at times one with a flexible tip. 


SELECTION OF CASES 


A great many patients with asthma give the 
characteristic history of having a severe attack 
which terminates when they are able to ‘‘raise’’ 
quantities of thick secretion by coughing. Others 
‘*feel’’ the secretion in the chest, but are unable 
to ‘‘raise’’ it. In general, patients who gave 
such a history were regarded as favorable sub- 
jects for bronchoscopy. In patients without such 
a history, it was presumed that bronchoscopy 
would be of no benefit. 

While all the patients included in the present 
study had severe asthma, which in a number of 
eases had gone for a decade or more, broncho- 
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scopie therapy was not advised as ‘‘a last re- 
sort’’. Foci of infection were known to be pres- 
ent in many of the cases and, in fact, the favor- 
able response of several patients in spite of their 
known foci was observed with considerable in- 
terest. In many of them, the attempt to treat 
disease of the sinuses, teeth and tonsils, ete., ap- 
peared to be impractical inasmuch as rather dis- 
couraging results have followed such measures 
in the past. 

Patients having bronchiectasis were regarded 


changes in season or environment. Her tonsils were 
removed a year after the onset of her illness. Two 
months after the operation she was so uncomfortable 
that she went to a hospital, where the attacks con- 
tinued almost as before. She remained there until 
her admission to the Massachusetts General Hospita} 
in September 1929. Such a story suggests an in- 
trinsic asthma, probably dependent upon some 
chronic infection. 

On admission she was very uncomfortable, requir- 
ing adrenalin every few hours. She had a severe 
cough and raised green lumps of sputum, which were 
especially tough and tenacious. X-rays of her sinuses 


CHART I 
Name Age Age at onset General Character Foci of Cough Sputum 
of asthma condition of asthma infection 
E. P. 27 24 Emaciated Intrinsic Pan- coe Yellow, 
sinusitis thick 
N. C 49 33 Emaciated Intrinsic Sinusitis ++ Thick, 
Teeth tenacious 
J. C. 34 24 Emaciated Intrinsic Pan- “bt Thick 
sinusitis 
J. M. 28 18 Good Intrinsic Sinusitis +4 Thin 
Teeth 
L. A. 25 10 Good Extrinsic None + Variable 
T. C. 47 14 Good Intrinsic None coe Thick, 
tenacious 
BE. J 60 52 Bent and Extrinsic Sinusitis +4 Thick, 
worn with second- tenacious 
ary infection 
c. S$ 67 42 Plethoric Unclassified Sinusitis ++ Thick 
Blood pres- 
sure 200/130 
F. B. 27 22 Good Unclassified None ++ Thin 
L. S. 34 21 Good Extrinsic Tooth 0 0 
plus foci 
R. T. 32 16 Plethoric, Intrinsic Cyst in +4 Thick 
cyanotic antrum 
L. M. 27 21 Pale, thin Unclassified None + + 
F. H. 68 56 Cardiac Intrinsic Teeth ++ Pint— 
frothy 
B. K. 27 26 Good Intrinsic Tonsils f+ Mucoid, 
Sinusitis thick 
T. P. 31 30 Emphysema Intrinsic Sinusitis ++ soe 
Bronchi- 
ectasis 


as favorable subjects for bronchoscopic therapy 
simply for drainage of pus from the bronchial 
tree. Moreover, bronchiectasis in asthma is felt 
by the author to be an end stage of exudative 
asthma. It seems possible that such bronchiec- 
tatic changes may be prevented by the use of 
bronchoscopic therapy. 

Chest x-rays were not found helpful in the 
selection of cases except for the determination of 
bronchiectasis. 

Chart I summarizes briefly some of the more 
interesting aspects of the series of patients 
studied. 

The following are short reports of the cases: 
CasE 1. E. P., aged 27, had had severe asthma since 


an attack of pneumonia at 24. Since the onset this 
asthma had been continuous without relation to 


showed a pansinusitis; a chest x-ray was “suggestive 
of bronchiectasis”. Incidentally five teeth had been 
removed without benefit. Skin tests were entirely 
negative. 

During her hospital stay her asthma continued and 
was on occasions of maximum severity so that mor- 
phine did not relieve it. At one time she had such 
difficulty in getting air that the house officer gave 
her artificial respiration for part of an hour. The 
question of the asthma being due to mechanical ob- 
struction of the larger and smaller bronchi was 
raised; the cause of the trouble might be an exuda- 
tive rather than a spastic process in the lungs. It 
was on this account that bronchoscopy was advised 
during a severe attack, partly to remove secretion as 
a mode of treatment but chiefly to test the theory of 
exudative obstruction. The bronchoscopy was per- 
formed when the patient was having a desperate 
struggle for air and had as its important finding the 
presence of cast-like viscid, extremely tenacious se- 


850 


STUDIES IN ASTHMA—WEILLE 


N. E. J. of M. 
October 29, 1931 


cretion in the large and small bronchi. Following 
the clearing out of such secretion by bronchoscopy 
the patient greatly improved within an hour and her 
general condition was much better during the ensuing 
week. She was bronchoscoped a second time nine 
days later and considerable improvement was found 
in the bronchial tree. A letter from her six months 
following her second bronchoscopy contained ihe 
remark that bronchoscopy was the only thing that 
seemed to give relief. 
Impression: Intrinsic (exudative) asthma. 


Case 2. N. C., aged 49, had had one or two attacks 
of asthma off and on for sixteen years without rela- 
tion to season or environment. Skin tests were neg- 
ative. The asthma became practically constant and 
extremely severe for about six months following an 
attack of grippe in January 1929, until her bad teeth 
were removed and her polypoid sinusitis was treated 
operatively. She then improved for three months. 
During a new attack, bronchoscopy was advised. At 
the operation a considerable quantity of very thick 
gelatinous, tenacious secretion was removed from the 
tracheobronchial tree. Some of the secretion was so 
thick and sticky that it plugged a powerful suction 
tube. This treatment gave her immediate and com- 
plete relief for five weeks and considerable relief for 
about four months, when the asthma recurred. Dur- 
ing this period Dr. Rackemann wrote, “She must have 
a definite infection in her chest with symptoms which 
come from the presence of exudate in her tubes” 
and “her asthma is of the intrinsic type associated 
with infection in the chest and sinuses as well”. 
Impression: Intrinsic (exudative) asthma. 


CaseE 3. J. C., aged 34, had had asthma for ten years. 
It began in South America and persisted while he 
was there, but on returning to the United States he 
improved. At the age of twenty-nine he had had a 
nasal operation, which gave him freedom from asth- 
matie attacks for five vears except for one isolated 
attack. However, the asthma had started again a 
month previous to his admission to the clinic and had 
persisted. 

He was an emaciated man with cyanosis, emphy- 
sema, bad teeth and a bilateral pansinusitis. Skin 
tests showed irritability without specific reactions. 
Several months of treatment with stock vaccines 
helped very little, though a radical antrum operation 
gave him some benefit. However, it was felt that the 
sinusitis might well be a part of the asthma picture 
rather than the cause of it. 

In March, 1929, a year and a half after he was first 
seen at the clinic, bronchoscopy revealed thick, tena- 
cious secretion in the tracheobronchial tree. Its re- 
moval was followed by marked improvement, with a 
gain of six pounds in weight. However, a month 
later the asthma returned though it was not so bad 
as before. Another bronchoscopy made him “feel 
fine’. The improvement persisted. Nineteen months 
later this patient reported that he had had no 
asthma and that he had experienced “100% improve- 
ment”. 


Impression: Intrinsic (exudative) asthma. 


CASE 4. J. M., aged 28, had had asthma for ten years 
in severe attacks lasting two to three weeks every 
three or four months, growing worse during the 
year previous to his first visit to the hospital in 1928. 
Skin tests were negative. His general physical con- 
dition was good but his lungs were full of squeaky 
rales. X-rays showed definite thickening of the sinus 
mucous membranes and several abscessed teeth. He 
improved with vaccine therapy. In February, 1929 
his first bronchoscopy made him ‘75% better’. This 


examination revealed much thick viscid secretion in 
Four additional bronchos- 


the tracheobronchial tree. 


copies were done between February and May, 1929 
and gave him much relief from his asthma except 
during an attack of grippe, when the asthma re- 
curred. Following the last bronchoscopy he had a 
high degree of relief up to the last time he reported 
his condition, a year after his first bronchoscopy. The 
finding at bronchoscopy of thick tenacious secretion 
goes with the changes in sinuses and teeth to con- 
firm the diagnosis of intrinsic exudative asthma. 


Case 5. L. A., aged 25, was first seen in February, 
1929. He had had asthma for fifteen years in at- 
tacks, each lasting three days and occurring about 
once each month both summer and winter. The fam- 
ily history was negative. Skin tests showed fairly 
definite reactions to several animal danders and the 
family had had a cat for the previous two years. His 
general health was good. The cat was disposed of, 
iodine and ephedrine were advised and doses of stock 
vaccine were given. However, his monthly attacks 
persisted and the attack in March was followed by a 
head cold with sneezing, nasal discharge and cough. 
X-rays of the sinuses were negative. 

In May 1929 bronchoscopy was done. A small 
amount of thick, viscid mucous secretion was sucked 
from the tracheobronchial tree. This treatment was 
followed by complete relief from the asthma for fif- 
teen months, except for one attack which followed a 
cold. 

The early age of onset and the positive skin tests 
suggest an extrinsic cause of the trouble despite the 
negative family history and the attacks which were 
originally isolated. 


CasE 6. T. C., aged 47, had had asthma for thirty- 
three years, at all seasons and particularly following 
colds. During hospitalization for a hernia operation, 
he was free of asthma. Nevertheless, repeated skin 
tests failed to show any extrinsic factor. During the 
fall of 1929 he was treated with vaccines with marked 
benefit so that during the winter he was able to work 
regularly and had fewer attacks than formerly. He 
remained well until the fall of 1929, when his asthma 
recurred. It became very severe in January, 1930. 
Gomenol instillations into the trachea brought only 
a few hours of relief with each treatment. 

Bronchoscopy was performed in February, 1930. 
The striking finding was the presence of numerous 
small plugs of thick, inspissated, sticky mucus about 
two to three millimeters in diameter with one mil- 
limeter thickness, which the patient coughed into 
the lumen of the tip of the bronchoscope during the 
bronchoscopy. About 4 cc. of very sticky mucoid se- 
cretion was removed from the tracheobronchial tree 
in addition to the masses mentioned. At the end of 
a month he reported that he had not heen so free of 
asthma for years and that he was “90% improved”. 

Six months later he estimated that he was still 
improved “about one third” over his condition before 
bronchoscopy, and about a year after the original 
bronchoscopy he changed his residence to Boston so 
as to conveniently receive further treatments. 

He has an intrinsic asthma, undoubtedly due to a 
degree of chronic bronchial infection. 


E. J., aged 60, had had asthma for eight 
years. It began as June hay fever and was almost 
continuously present thereafter. Three years after 
the onset of the asthma, he was treated in the hos- 
pital for a septic leg and during his stay he had no 
asthma at all, but on going back to work the asthma 
returned. But for the asthma, he had had no other 
illnesses except frequent operations upon his nose, 
the antra having been opened on five different occa- 
sions, the septum having been straightened, and 
polypi having been removed “about ten times”. 
On physical examination he was well developed 
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and nourished but looked old, bent and worn. The 
chest was somewhat barrel-shaped and hyperresonant 
with distant breath sounds and prolonged expiration. 
There were a few dry wheezes. The heart was not 
enlarged but the sounds were of poor quality. 

The nasal examination showed reddened mucous 
membrane of normal thickness with some polypoid 
tissue in the middle meatus. X-rays of the sinuses 
showed them to be “almost completely obliterated by 
hyperplastic mucosa”. X-rays of the teeth were 
negative. A chest plate showed moderate promi- 
nence of the hilus shadows and tortuosity of the 
aorta, but the apices and periphery of the lungs 
were quite clear. 

During a year’s treatment, the patient did not 
work at all because of asthma, which recurred every 
twenty-four hours and which was accompanied by a 
great deal of cough with thick, tenacious sputum. At 
the end of this time a bronchoscopy was performed, 
but no secretion was found in the tracheobronchial 
tree. The bronchial mucosa showed redness and thick- 
ening, which had an inflammatory rather than an 
edematous appearance. No benefit resulted from the 
bronchoscopic treatment. 

Impression: Early extrinsic asthma (not exuda- 
tive) which had become complicated both in the 
bronchi and in the nasal sinuses by some secondary 
infection. 


CasE 8. C. S., aged 57, was first seen in March, 1929. 
He was a stout, cyanotic, plethoric man with a nasal 
voice. His blood pressure was 200/130. He had had 
asthma for fifteen years, occurring at all seasons and 
accompanied by much cough, with thick yellow spu- 
tum. There was no evidence of extrinsic factors and 
skin tests were negative except for a slight test to 
horse hair. An x-ray of his chest showed enlarge- 
ment of the heart shadow, especially of the left ven- 
tricle, with slight tortuosity of the aorta. Polypi 
had been removed from his nose three times in the 
five years previous. The nasal examination showed 
thickening of the. mucous membrane with numer- 
ous polypi, the removal of which gave great relief 
to his nasal symptoms and marked improvement in 
his asthma. 

In June, 1929 his asthma, however, was still pres- 
ent and his blood pressure was still 195/110. Bron- 
choscopy was performed. Mucopurulent, but not 
thick viscous, secretion was found in the tracheo- 
bronchial tree. No improvement followed this treat- 
ment. In July, 1929 more polypi were removed, but 
in spite of this his condition as reported in Febru- 
ary, 1930, was just the same and he stated that he 
had received no benefit to his asthma from any treat- 
ment that he had ever received. 

The clinical picture is that of asthma with nasal 
symptoms associated with much cough as well as 
with a hypertension and strong evidence of arterio- 


sclerosis. The picture is complex and cannot yet be 
classified. 
Diagnosis: Unclassified asthma. 


Case 9. F. B., aged 27, was first seen in 1918 after 
he had had asthma at all seasons for the preceding 
five years. Skin tests were essentially negative. 
Since 1918 he has been given all manner of treat- 
ments, both in the Out Patient Department and in the 
hospital ward. In January, 1921 his tonsils were 
removed. From June, 1921 to May, 1924 he was in 
Italy, where his asthma was much improved, but the 
asthma returned a month before he sailed from Italy 
to the United States. Since then treatment has been 


continued with vaccines of all sorts, with tuberculin 
and with cattle hair and ragweed extracts, according 
to the variations in his skin tests and in an effort to 
test the extrinsic theory of his trouble. Despite this 


treatment his asthma persisted throughout all sea- 
sons, In June, 1929 a trial at bronchoscopy between 
attacks revealed no pathology in the tracheobronchial 
tree and did not result in any improvement. In spite 
of his asthma his general condition had materially 
improved and he has gained twenty-seven pounds 
in the past ten years. 
Diagnosis: Unclassified asthma. 


CasE 10. L. S., aged 34, had had asthma since the 
age of twenty-one, in frequent attacks, the same at all 
seasons. She had also had hay fever from May to 
August since the age of twenty-eight. Her sensitive- 
ness to early grasses was confirmed by skin tests. 
During the spring and summer of 1929, she had no hay 
fever, but the pollen treatment had no effect upon her 
asthma nor did a bronchoscopy in June, 1929. At 
this time no secretion was found in the right bron- 
chial tree, though a little thick grayish white secre- 
tion was sucked from the trachea and left main 
bronchus. While no relief resulted from the pollen 
treatment or from bronchoscopy, the removal of an 
abscessed tooth was followed by 95% improvement 
for at least eight months when the patient was last 
seen. 
Diagnosis: 


CAsE 11. R. T., aged 32, first came to the hospital in 
January, 1912 with a story of cough and pain in the 
chest for two weeks. A similar attack occurred in 
February, 1913 and in May a note speaks of “wheez- 
ing in his throat”. In August, 1924 was the first 
diagnosis of chronic bronchitis and emphysema to 
account for the cough and wheezing which had oc- 
curred. In the previous winter he had had vaccine 
at the Peter Bent Brigham Hospital. That year he 
was seen only once. In February, 1927 he came again 
—a large, plethoric man, red in the face, with cya- 
nosis of the lips and fingers and a barrel-shaped chest 
full of squeaky rales. Skin tests were entirely neg- 
ative. He was given potassium iodide and soda and 
thereafter disappeared for another two years. 

In March, 1929 he came again—‘all in”. He was 
raising large quantities of thick green sputum. There 
was a cyst in his left antrum. X-rays showed pul- 
monary fibrosis. Preliminary vaccines brought no 
improvement, but in May, 1929 bronchoscopy made 
him “100% better’, when quantities of purulent se- 
cretion were removed from the tracheobronchial tree. 
The improvement lasted for two weeks, when a sec- 
ond bronchoscopy was performed, which resulted in 
only a fair amount of relief. Eight months later he 
was “the same as before he had any treatments”. 

Diagnosis: Intrinsic asthma with secondary bron- 
chitis and emphysema. 


CASE 12. L. M., aged 27, was first seen in June, 1928. 
She had had asthma for six years, all the year round 
and without relation to locality, except that she was 
somewhat better but not cured in the hospital. She 
was a pale, thin woman with no obvious disease. Skin 
tests showed reactions to house dust and to feathers, 
but treatment did not help. From October, 1928 to 
May, 1929 she was not seen but on her return she 
was having very severe asthma. She was broncho- 
scoped eleven times between May 1929 and May, 1931, 
receiving two weeks to seven months’ relief from 
each treatment and remaining practically asthma 
free. At bronchoscopy about 4 ce. of very thick, tena- 
cious secretion was removed the first time and less 
and less later, with more and more relief as time 
went on. She frequently remarked that the broncho- 
scopic treatment was the only thing that ever gave 
her anv benefit. She continued to be practically free 
of asthma until the spring of 1931 (May), when she 
was last seen. 
Diagnosis: 


Extrinsic (pollen) asthma, plus foci. 


Unclassified asthma. 


/ 
= 
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Case 13. F. H., aged 58, had had asthma for two|is undoubtedly intrinsic asthma dependent upon a 
years. He showed evidence of cardiac decompensa- chronic infection through his respiratory tract. 


tion also, which was treated with digitalis. Skin 
tests showed reactions to feathers and dog hair. 
X-rays of his teeth showed numerous abscesses. It 
was concluded that his asthma was intrinsic despite 
the positive skin tests; the heart was an additional 
factor. With stock vaccines he improved during the 
summer of 1928, but his symptoms increased marked- 
ly during the following winter. In May, 1929 in one 
night he would cough up as much as a pint of frothy 
sputum. Bronchoscopy was performed. The tracheo- 
bronchial tree was found filled with mucopurulent 
secretion; the mucous membrane was everywhere 
reddened and swollen. The secretion was removed 
and the mucous membrane was shrunken. He re- 
ported his asthma to be entirely relieved for two 
weeks; during this time he felt “three times the man 
he was!” A second bronchoscopy relieved him for 
about ten days, when he caught cold and grew worse. 
A smear from the tracheobronchial secretion showed 
probable pneumococcus. His skin tests were found 
negative at the time of the second bronchoscopy. The 
short duration of his relief may have been dependent 
upon his cardiac condition. 


CasE 14. B. K., aged 27, developed asthma in Feb- 
ruary, 1929 following an acute respiratory infection. 
Skin tests were negative. His symptoms were so 
severe that he was hospitalized for a month. Vaccines 
did not help, nor did removal of his infected tonsils, 
straightening of a deviated septum, or washing pus 
from an infected antrum. Incident to an additional 
stay of three weeks in the hospital, bronchoscopy was 
done in August, 1929. A yellowish white film of se- 
cretion covered the tracheobronchial mucous mem- 
brane. A culture of this film showed staphylococcus 
aureus. The tracheobronchial mucous membrane 
showed plaque-like areas of localized edema, which 
responded slowly to shrinking medication. For three 
months after this treatment he had no further 
asthma, but in November his trouble returned. A 
bronchoscopy revealed no secretion anywhere in the 
bronchial tree and from the treatment he received no 
benefit. In July, 1930 he reported marked relief from 
his asthma following a radical sinus operation in 
January, 1930. The clinical classification of this case 


Case 15. T. P., aged 31, had had a chronic cough 
and sinus trouble since the age of 19. He had had a 
bilateral radical antrum operation at the age of 
twenty-four and a tonsillectomy at the age of twenty- 
nine. At thirty he began having asthma (July 1929). 
A change of environment and elimination of certain 
foods from his diet did not help his asthma, nor did 
an additional nasal operation. 

Physical examination showed an emphysematous 
chest. Skin tests were negative. Vaccine treatment 
was begun in September, 1930 and at first seemed 
to help him. Examination of the bronchial tree by 
means of lipiodol showed very early bronchiectasis. 
Bronchoscopy showed much thick tenacious mucoid 
secretion in the tracheobronchial tree. Three months 
after the bronchoscopy the patient reported himself 
greatly improved and this relief persisted to a con- 
siderable degree for six months, when he was last 
seen. 

Impression: Intrinsic asthma of the exudative type 
with very early bronchiectasis. One is impressed by 
the possibility that the exudative type in asthma may 
have bronchiectasis as a possible outcome. 


RESULTS 


All of the fifteen cases reported have been 
followed for from six months to two years. 
Four received no benefit. One patient described 
himself as ‘‘cured’’ when heard from nineteen 
months after treatment. Another was practical- 
ly ‘‘eured’’ a year after treatment. A third 
was ‘‘eured’’ for a period of fifteen months, 
with the exception of a single attack. In a 
fourth patient the procedure was ‘‘life-saving’’ 
(vide Case 1). In the remaining seven patients 
there was marked relief, which lasted for from 
two weeks to seven months following each bron- 
choscopie treatment. These results, together 
with the number of bronchoscopies, are sum- 
marized in Chart II. 


CHART II 
FINDINGS 
Name Date of first Exudate Cultures* Relief Subsequent 
bronchoscopy in bron- 
months choscopies 
E. P. October, 1929 Cast-like +++ 1% One 
N. C. March, 1929 Thick, sticky + % 0 
J. C. March, 1929 Tenacious a4. 19 0 
J. M. February, 1929 Thick, viscid +++ 12 4 
L. A. May, 1929 Viscous 0 15 0 
T. C. February, 1930 Small viscous plugs cae 15 5 
E. J. August, 1929 0 0 0 0 
C. S. June, 1929 Mucopurulent ++ 0 0 
F. B. June, 1929 0 ++ 0 0 
L. S. June, 1929 0 ++ 0 0 
R. T. May, 1929 Purulent ++ 1% 1 
L. M. May, 1929 Thick +++ 7 10 
F. H. May, 1929 Thin _ 12 1 
B. K. August, 1929 Yellow film oh 3 1 
T. P. July, 1929 Thick a 3 @ 


One organism. 


Sterile. 


+ Several organisms at one bronchoscopy. 
+ Several at more than one bronchoscopy. 


++ 
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Nine of the cases had intrinsic asthma, three 
had extrinsic asthma, and three had unclassified 
asthma. Every patient with intrinsic asthma 
was benefited by bronchoscopy. One patient 
with simple extrinsic asthma received marked 
benefit, whereas two others with complicated 
extrinsic asthma received no benefit. Two of 
the three unclassified cases were failures also. 


DISCUSSION 


An effort was made to predict, before bron- 
choscopy, whether the patient would receive re- 
lief from the treatment. The prognosis was fre- 
quently surprisingly accurate. In certain in- 
stances patients were willing to ‘‘try anything’’ 
in order to secure even temporary relief, and 
even though told that the likelihood of benefit 
was small. This adds interest to the observa- 
tions made, inasmuch as the findings observed 
are consistent with patients having thick, sticky, 
inspissated secretion in the lower air passages 
receiving more or less relief in contrast, for 
instance, to the lack of relief experienced by 
Case 13, suffering from asthma with bronchitis 
secondary to congestive heart failure. 

Patient’s having viscid, inspissated secretion 
in the lower air passages were made worse by at- 
tempted postural drainage subsequently. 

The most typical single pathological finding 
in the group of cases was the presence of thick, 
viscid, extremely tenacious secretion in the 
tracheobronchial tree. This secretion was often 
very small in amount as compared with the large 
quantities of purulent material present in cases 
of bronchopulmonary suppuration. The pres- 
ent study suggests that the character and dis- 
tribution of such secretion are of more impor- 
tance than the amount inasmuch as a very 
small quantity, not dislodged by coughing, can 
grossly obstruct several large bronchi. Patients 
having an entire absence of tracheobronchial 
secretion have been found to receive no benefit 
from bronchoscopy. 

Occasionally the tenacious secretion would 
form a glue-like cast of the airway containing 
it. An enormous amount of such material was 
found in one patient with bronchiectasis (Case 
1). By way of contrast another patient with 
bronchiectasis (Case 10) merely showed quanti- 
ties of thin pus. Ordinarily globules of tena- 
cious mucous would be found sticking firmly to 
the bronchial mucous membrane and at times 
such globules were sucked away with difficulty. 
One patient (Case 6) coughed inspissated cylin- 
drical plugs of mucus about two to three milli- 
meters in diameter by one millimeter in thick- 
ness into the tip of the bronchoscope, the plugs 
apparently coming from the lower bronchial 


Another patient (Case 2) was treated during 
an asthmatic attack and showed relatively large 
quantities of thick tracheobronchial secretion so 


inspissated and sticky as to block a very power- 
ful suction tube. | 

Other findings, such as localized edema, col- 
lapse with cough, red or bluish red swollen 
tracheobronchial mucous membrane, etc., were 
present in some of our cases and have been em- 
phasized by various authors. 

In the present series there was no broncho- 
scopic evidence of smooth muscle spasm in any 
case. 


BACTERIOLOGY 


The identification of organisms in cultures 
from the lower air passages was made by the 
Massachusetts General Hospital pathological] 
laboratory. 

In only two patients in the entire series has 
it been impossible to isolate one or more organ- 
isms from such cultures. In the remaining 
cases there are two instances in which the pa- 
tient first showed one or more organisms in ecul- 
tures but at a second bronchoscopy no growth 
was found. In the same patient showing a posi- 
tive culture the organisms varied from one treat- 
ment to the next. 

The majority of the cases showed more than 
one organism at each examination. The di- 
versity of the organisms identified enables one 
to conelude that no single bacterium is char- 
acteristic. The wide diversity of the bacterial 
flora suggests that all the organisms found are 
secondary factors. No relationship between the 
presence or absence of organisms and the clini- 
eal improvement of the patient following bron- 
choscopie treatment could be observed. 


MICROSCOPY 


At every bronchoscopy smears were made 
from the tracheobronchial secretion, either by 
direct swabs or from material collected at the 
tip of the bronchoscope, or by means of a sterile 
suction tube which aspirated material into a 
specimen bottle. Wright, gram, and methylene 
blue stains were ordinarily employed. 

Eosinophiles were not found to be remarkable 
in the smears. Degenerative polymorphonuclear 
cells were a frequent finding. The bacterial find- 
ings appeared to be consistent with those re- 
ported in the culture examinations. 

Both ciliated and non-ciliated bronchial mu- 
cous membrane cells were seen. Actively beat- 
ing cilia were at times observed in unstained 
fresh wet preparations examined both with the 
ordinary and the dark-field microscopes. More 
often, however, anatomically normal cilia were 
seen in such preparations not to be beating. 
The trauma involved in obtaining such cells for 
examination necessarily lessens materially the 
value of any physiological observations. More 
accurate information as to the condition of the 
cilia should result from physiological experi- 
ments upon the cells in situ. These have been 
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attempted in the present study in only three 
cases where the rate of propulsion of charcoal 
particles from the carina upward was found to 
be one to two cm. per minute—the same as the 
rate in normal persons as determined by Yates°. 
So far the cilia appear normal in our cases. 


CONCLUSIONS 


1. ‘‘Exudative’’ asthma describes a symp- 
tom, not a disease, and means that there is a 
greater amount of secretion than is normal in 
the tracheobronchial tree. Such asthma may be 
of any type—intrinsic, extrinsic, or unclassified. 

2. Insufficient attention has been paid to this 
condition and its relief by means of bronchos- 
copy. 

3. Seventy-three per cent. of the patients 
ra at in the present study have been bene- 
ted. 


4. In the cases experiencing relief, inspis-| 


sated, sticky secretion clinging to the bronchial 
mucous membrane is the most interesting path- 
ological finding. 


5. The bacteria isolated from the tracheo- 
bronchial tree are probably secondary invaders. 

6. The cilia appear to be normal anatomical- 
ly and physiologically. : 

7. The mechanism through which the pa- © 
tients reported have obtained relief is probably 
mechanical. Mucous membrane cocainization, 
trauma, medullary reflexes, mechanical stretch- 
ing of bronchi, etc., may be less important fac- 
tors. 

8. Bronchiectasis in asthma may be an end 
stage of ‘‘exudative’’ asthma. The present 
study suggests that bronchiectatic changes may 
be prevented by the use of bronchoscopic ther- 


apy. 
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IMMUNITY FACTORS IN RECOVERY FROM LOBAR 
PNEUMONIA AND RESULTS OF SPECIFIC TREATMENT IN 
TYPE I PNEUMOCOCCUS PNEUMONIA* 


BY FREDERICK T. LORD, M.D.f 


NEUMONIA due to the pneumococcus dif- 

fers from pulmonary infection with other 
organisms in that it has an explosive onset, usual 
massive lung involvement, short course, abrupt 
termination and relatively rapid restoration of 
the involved area to normal. The short course 
and abrupt termination, in favorable cases, by 
a critical fall in the temperature suggest the 
rapid development of a vigorous defense by the 
host. 

IMMUNITY FACTORS IN RECOVERY 


The favorable termination of lobar pneumonia 
is largely to be ascribed to population immunity 
against the pneumococcus and superadded resist- 
ance acquired during the illness against the in- 
feecting organism. 

Immunity Response during the Infection. The 
spontaneous appearance of mouse protective sub- 
stances in patients with lobar pneumonia usually 
coincides rather sharply with the critical fall in 
the temperature. In our studies of antibody in 
lobar pneumonia, protection tests were done on 
63 patients':*. Of 8 tested during the first two 
days of the illness none showed protection. The 

*From the medica! laboratory eed services of the Massachu- 
setts General Hospital, Boston, 

Some of the cases in this hy were treated with concen- 
trated antipneumococciec serum produced by the Massachusetts 
Department of Public Health under an appropriation by the 
Commonwealth Fund of New York City to the State pneumonia 
study and service. 

tLord—Visiting Physician, Massachusetts General Hospital. 


For record and address of author see “This Week's Issue’’, 
“page 882. 


earliest appearance time was the third day in 3 
of 11 cases. Protection was demonstrated on the 
fourth day in 5 of 14 cases. Crisis and recovery 
may not occur at once after the spontaneous ap- 
pearance of protection. Antibody may be dem- 
onstrated as early as the third or fourth day and 
erisis and recovery be delayed until the sixth to 
the tenth day. 

In general, protective substances have an im- 
portant bearing on the outcome. With it a large 
proportion recovers and without it a large pro- 
portion dies. The amount of demonstrable anti- 
body at the time of crisis in untreated cases, 
though variable, was small and did not exceed 
0.05 Felton’s units per cubic centimeter of serum 
in any ease. Recovery without demonstrable an- 
tibody during the illness and its appearance 
later occurred in several instances. " 


RESULTS OF TREATMENT OF TYPE I PNEUMOCOCCUS 
PNEUMONIA WITH IMMUNE SERUM 


It is needless to review the abundant and con- 
vinecing evidence of the value of immune serum 
in the treatment of Type I pneumococcus pneu- 
monia. In man, as in animals, the successful 
use of anti-serum suggests that recovery depends. 
to a large extent on the presence of immune sub- 
stances. 

Our experience with the specifie treatment of 
Type I pneumococcus pneumonia embraces 99 


eases with 20 deaths, a mortality of 20.2%. Sev- 
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enty-two patients were treated with whole im- 
mune horse serum and 27 with Felton’s anti- 
body. The average age of the treated group was 
34.84 years. There are 93 contemporaneous un- 
treated control cases with 23 deaths, a mortality 
of 24.7%. The average age in the control group 
was 36.7 years. The more favorable showing in 
the treated group is entirely due to the low 
mortality when therapy was begun within the 
first three days of the illness. Of 32 patients in 
this group only 3 died, a mortality of 9.3%. 
Of 67 patients treated on or after the fourth 


TYPE I PNEUMOCOCCUS PNEUMONIA 


No. Died Mor- 
tality 
Treated group: 

Serum on or before com- 

pletion of 3rd day 32 3 9.3% 

Serum on the 4th day 32 8 25.0% 

Serum after the 4th day 35 9 25.7% 

Total treated cases 99* 20 20.2% 

Control group without serum 93* 23 24.7% 


*Of the total 192 cases, 130 were Massachusetts General 
Hospital cases and 62 were seen outside the hospital. 


day, 17 died, a mortality of 25.3%. Treatment 
on the fourth day failed to lower the mortality. 
Of 32 in this group 8 died, a mortality of 25.0%. 

In general, early treatment tends to check 
septicemia, but bacteriemia and protective sub- 
stances may be simultaneously present late in 
the disease, as in three cases in our series. Em- 
pyema, pneumococcus endocarditis, extension of 
the pneumonie process and unresolved pneu- 
monia may occur in spite of the maintenance of 
a balance of protection. 


DISCUSSION 


Active or passive immunity acquired during 
the course of the infection is to be regarded as 


an important factor in recovery from pneu- 
mococeus pneumonia. Certain considerations 
raise the question, however, whether other fac- 
tors may not also be concerned. The chief dif- 
ficulties in the acceptance of humoral immunity 
as the sole explanation are the discrepancy be- 
tween the small amount and inconstant pres- 
ence of protective substances during the disease 
and the decisive nature of crisis, the occasional 
favorable termination of the illness at the usual 
time, in spite of the early appearance of pro- 
tection, and the ineffectiveness of treatment with 
antipneumococcus horse serum after the third 
day from the onset. 


CONCLUSIONS 


1. Specific serum treatment of Type I pneu- 
mococcus lobar pneumonia lowers the mortality 
when used during the first three days of the 
illness, but is ineffective in our experience after 
this interval. 

2. Humoral immunity is to be regarded as 
an important cause of recovery from pneumococ- 
cus lobar pneumonia. 

3. The discrepancy between the small amount 
and ineonstant presence of protective sub- 
stances in the blood and the decisive nature of 
crisis, occasional recovery at the usual time in 
spite of the early appearance of protection, and 
the ineffectiveness of serum treatment after the 
third day of the disease, suggest that other fac- 
tors may also be concerned in the defensive 
mechanism. 
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MORBIDITY AND MORTALITY DUE 
TO TUBERCULOSIS 


Although theoretically the general financial de- 
pression would have affected the status of a disease 
which is regarded as favored by insufficient nutri- 
tion, according to New York City statistics, fewer 
tuberculosis cases and deaths due to this disease 
have been reported thus far in 1931 than during the 
same time in the preceding year. 


a 
DEDICATION OF THE HARRINGTON MEMORIAL 
HOSPITAL OF SOUTHBRIDGE 


The dedicatory exercises of the Harrington Me- 
morial Hospital which occurred in September, 1931, 
were presided over by Charles D. Harrington who, 


after giving a large sum of money for the building 
of this hospital, inspired the people of Southbridge 
to carry on a drive which made the erection and 
equipment of this plant possible. 

Mr. Harrington is president of the hospital asso- 
ciation and has been interested in this project for 
some time. Dr. A. Warren Stearns was the princi- 
pal speaker emphasizing in his address the value 
of a hospital to the community. 

The popularity of this movement was shown by 
the attendance of about three thousand persons at 
the exercises which were followed by an inspection 
of the building. 

The town of Southbridge is to be congratulated 
in having among its people a large number of pub- 
lic-spirited citizens who have coéperated in making 
this hospital a reality. 
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THE GEORGE W. GAY LECTURES IN MEDICAL ETHICS* 
BY WILLIAM H. ROBEY, M.D.t 


HE kindness and wisdom of George W. Gay, 

himself an exemplar in our profession of 
those qualities, in establishing this Foundation 
have placed lectures in Medical Ethies upon a 
substantial and lasting basis. It is true that 
until then lectures were occasionally given, but 
a real interest seemed to be lacking. This was, 
perhaps, due to the inability to find men who 
were willing to give the time to the subject, or to 
a feeling that the neophyte, in his inexperience, 
would fail to grasp the essentials and would soon 
forget the instruction. Indeed, even if he kept 
in mind the main features of the Code of Medi- 
eal Ethies, he would be foreed, upon occasion, 
to consult some older and trusted medical friend 
upon whose advice he could act if confronted 
with a delicate question of conduct. Neverthe- 
less, Dr. Gay and others think that a discussion 
of Medical Ethies is as essential in the education 
of the practitioner as are the other subjects in 
his course. Much that you have learned will be 
forgotten, but as Oliver Wendell Holmes once 
said to a group of students, ‘‘You must get a 
thing to be able to forget it.’’ 

Last year a young man came up to me in the 
Harvard Club and said, ‘‘Of course you do not 
remember me, but I took your course twelve 
years ago. I don’t remember a single thing you 
taught me, but I do recall vividly a very amus- 
ing story you told.’’ I was pleased, because if 
he remembered the story, the fact which the 
story emphasized was undoubtedly stored in his 
subconscious mind. Unquestionably he had ap- 
plied the fact many times, but he did not re- 
member its souree and it mattered little since 
it was of use to him. 

A student went to Bergelius, the distinguished 
Swedish chemist and said, ‘‘ Professor, I am com- 
pletely discouraged because during the summer 
months I forget almost everything I have 
learned during the winter.’’ ‘‘Don’t mind 
that,’’ said Bergelius, ‘‘I do the same thing 
myself.’’ 

Leaving the Medical School and hospitals, the 
proud possessor of a diploma and more knowl- 
edge than I shall ever have again, I established 
myself in practice, meaning, of course, that I 
opened an office for the reception of patients, 
should any think it worth while to come. It 
was perfectly possible to move about my wait- 
ing-room and office at all times without obstruc- 
tion. It was clear then why Dr. Councilman 
asked me at graduation to come back to the hos- 
pital to fill in my spare time. Spare time! Was 
there to be any? 


*Delivered to the pretuating sone of the Harvard Medical 
School on December 3 and 10, 1930 
Acknowledgment is made ‘to Doctor George G. Sears and 
Doctor Samuel B. Woodward, former lecturers under this Foun- 
dation, for assistance in preparing the lectures. 
+Robey—Clinical Professor of Medicine, Harvard University. 
For record and address of author see ‘‘This Week’s Issue’’ 
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The young man emerging from the eloisters 
of the hospital, where he has lived under the pro- 
tection of his seniors, enters, often alone, the 
path of practice and treads it fearing that un- 
wittingly he may commit some offense against 
the code of Medical Ethies of which he has 
heard strange rumors. I say ‘‘unwittingly’’, 
for the great majority of us wish to live in 
conformity with the rules of conduct which meet 
the approval of our fellow practitioners. Lee- 
tures in Ethies are more needed by young than 
by old practitioners, for it is an observation that 
most ethical errors committed by the young are 
through ignorance, while with the elders it is 
seldom through lack of understanding. 

Be not discouraged though we thus speak, for 
he that has character, a sense of moral obliga- 
tion, and a desire to do unto others as he would 
be done by, possesses the foundation of ethical 
conduct which trial and stress will find it hard 
to shake. The right-minded man is an ethically- 
minded man no matter what his calling, and the 
broad principles of correct conduct apply equal- 
ly to priest, advocate, merchant or physician. 
Yet while lawyers and business men have their 
systems of ethics, we, as practitioners of medi- 
cine, find little, if anything, in them applicable 
to many constantly recurring problems touching 
our professional conduct. Even Social Ethics 
fails us in a measure, for what is ethical for 
others may not be for us because we occupy a 
unique position in the community, entering the 
homes of people of all classes in a capacity un- 
paralleled, sometimes discovering the skeleton 
in the closet, uncovering secrets which their pos- 
sessors think they have successfully hidden from 
prying eyes, indeed secrets which even they have 
almost forgotten; finding the break in the mar- 
ital life of some couples who still smile before 
the world; in short, making observations and 
receiving confidences which in the pursuit of our 
high and honorable calling, it is our bounden 
duty to keep strictly to ourselves lest by the 
revelation of even a seemingly simple statement, 
we may bring disaster to an individual, a family, 
or even a community. 

Tablets of the Babylonian Empire dated 2080 
B.C. give us the first code directing the conduct 
of physicians, but they deal more with remuner- 
ation for services and penalties for untoward 
results. This was the famous code of the Sem- 
itie king, Hammurabi, to which we shall have 
occasion to refer later. 

With all the speculations of philosophers from 
Plato to modern times, with all their changing 
thought, Medical Ethics has received small, if 
any, attention. Cato, the Roman senator, had a 
poor opinion of Greek physicians, for he says of 
the first who came to Rome that they were the 


‘I\dregs of the profession and badly misbehaved 
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themselves. Cato considered that the physicians 
had conspired among themselves to murder all 
barbarians with their medicine. Perhaps Cato 
was jealous, since he is said to have had a fa- 
mous book of receipts by the aid of which he 
treated the illnesses of his family, dependents 
and friends. Roman medicine must have been 
in a sad state since there were no laws to punish 
malpractice, poisoning and the manipulation of 
wills by hired physicians. Pliny wrote that a 
physician was the only person who could kill 
another with sovereign impunity. 

Out of the medical chaos preceding the birth 
of Christ rose the Father of Medicine, Hip- 
pocrates, whose life and writings laid down 
standards for our profession which are sound 
today. Walter Libby quotes from a Hippocratic 
writing descriptive of the education of an ideal 
physician, which throws light on the training 
of Hippocrates: ‘‘Whoever is to acquire a com- 
petent knowledge of medicine ought to be pos- 
sessed of the following advantages: a natural 
disposition ; instruction ; a favorable position for 
the study; early tuition; love of labor; leisure. 
First of all a natural talent is required for when 
Nature opposes, everything else is vain but when 
Nature leads the way to what is most excellent, 
instruction in the art takes place which the stu- 
dent must try to appropriate to himself by re- 
flection, becoming an early pupil in a place well 
adapted for instruction. He must also bring to 
the task love of labor and perseverance so that 
the instruction taking root may bring forth 
proper and abundant fruit.’’? A man who could 
write the foregoing was certainly capable of en- 
tertaining the principles set forth in the Hip- 
poeratic Oath even if its author lived at an 
earlier period than Hippocrates, as some claim. 


The Hippocratic Oath, which is often used 
by medical organizations and with which you 
are doubtless familiar, is as follows: ‘‘I swear 
by Apollo the physician and Esculapius and 
health and all-heal and all the Gods and God- 
desses that according to my ability and judg- 
ment, I will keep this oath and stipulation; to 
reckon him who taught me this art equally dear 
to me as my parents, to share my substance with 
him and relieve his necessities if required; to 
regard his offspring as on the same footing with 
my own brothers and to teach them this art if 
they should wish to learn it without fee or stip- 
ulation; and that by precept, lecture and every 
other mode of instruction I will impart a knowl- 
edge of the art to my own sons and to those of 
my teachers and to disciples bound by a stipula- 
tion and oath according to the law of medicine, 
but to none other. 

‘*T will follow that method of treatment which 
according to my ability and judgment I consider 
for the benefit of my patients and abstain from 
whatever is deleterious and mischievous. I will 
give no deadly medicine to anyone if asked, nor 


suggest any such counsel, furthermore I will not 
give to a woman an instrument to produce abor- 
tion. With purity and with holiness I will pass 
my life and practice my art. I will not cut a 
person who is suffering with a stone but will 
leave this to be done by practitioners of this 
work. Into whatever houses I enter I will go 
into them for the benefit of the sick and will 
abstain from every voluntary act of mischief 
and eorruption and further from the seduction 
of females or males bond or free. 


‘Whatever in connection with my medical 
practice or not in connection with it I may see or 
hear in the lives of men which ought not to be 
spoken abroad, I will not divulge as reckoning 
that all such should be kept secret. While I 
continue to keep this oath unviolated may it be 
eranted to me to enjoy life and the practice of 
the art respected by all men at all times, but 
should I trespass and violate this oath may the 
reverse be my lot.’’ 

Let us look critically at this great system of 
Medical Ethies, the first guide to our eonduct 
as physicians towards our patients and col- 
leagues. The broad principles laid down were 
that he would bend his comprehensive genius to 
the healing of the individual patient; that he 
would not cut for stone, then the prerogative of 
the barber surgeon, a despised order of practi- 
tioners with whom he would not interfere (yet, 
the thought for us today is that for the good of 
our patient we must not do operations or other 
procedures which can be much better done by 
the specially trained) ; that he would not give 
deadly medicine to anyone nor counsel its use; 
nor countenance abortion; nor divulge the se- 
erets of the home. 

Read the works of the great Hippocrates and 
you will see that he was the first physician to 
differentiate diseases. He relieved the gods of 
the responsibility for disease and their will no 
longer served to cover man’s ignorance. Dis- 
ease became man’s problem and its solution 
rested with him. He did more than separate 
medicine from superstition and priesteraft-—he 
gave rational medicine its general form of to- 
day and established the principles of accurate 
observation, facts and the deductions therefrom. 
He was carried away by no doctrine or theory. 
It was his reward to enjoy the practice of the 
Art, to serve as a model for all true physicians 
and to be respected and honored by all men in 
all times. 

The Massachusetts Code of general principles 
is not so lengthy as that of the American Medi- 
eal Association, but while it does not attempt 
to cover all possible contingencies, it remains 
as the only code to which Massachusetts physi- 
cians are asked to subscribe. It was formulated 
and presented to the Society in 1879 by Dr. 
Henry J. Bigelow, Professor of Surgery in this 
school. 
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CODE OF ETHICS OF THE MASSACHUSETTS MEDICAL 
SOCIETY 


Object of a Code of Ethics 
The Massachusetts Medical Society is designed 
to secure to the publie a body of well-educated 
and otherwise reliable physicians. 
ethies is intended to furnish certain principles 
and rules of action for their guidance and con- 
venience. 


The Relation of the Physician to Medical Science 

A physician should lend his influence to en- 
courage sound medical education. He should 
be neither too ready to adopt novelties, whether 
in science or in practice, nor too positive of the 
wisdom of established belief. 


The Relation of the Physician to Medical 
Business 

The professional success of a practitioner de- 
pends upon qualities connected with his moral 
character, his scientific attainments, his indus- 
try and business talent. As the intimate rela- 
tions of practitioners with families and house- 
holds would be impaired by the asperities of a 
competition usual in trade, it is important that 
they should mutually agree to conform to rules 
of action which prohibit in medical practice 
what would lower the standing in the com- 
munity of the medical profession. 


The Relation of the Physician to his Patients 

The first duty of the practising physician is 
to his patient, who has a right to expect that 
his disease shall be thoroughly investigated and 
skilfully treated, with charitable consideration 
for his mental peculiarities or infirmities, and in 
a relation strictly confidential. 

The physician should not make unnecessary 
visits. He should neither permit needless appre- 
hension, nor fail to give seasonable notice of 
danger. 


The Relation of the Physician to other 
Practitioners and to their Patients 


In his relations with another medical practi- 
tioner and his patients, a physician should act 
honorably. His conduct should be such as, if 
universally imitated, would insure the mutual 
confidence of all medical practitioners. 

The foregoing rule should be a sufficient guide 
of action. Some of the following contingencies 
will illustrate its application: A physician 
should take no step with a view of diverting to 
himself directly or indirectly the patient or prac- 
tice of another physician. If formally requested 
to assume charge of a patient or family usually 
attended by another physician, he should con- 
sent to do so only after notifying the latter. 

If a physician is called to a patient during 
the temporary absence or sickness of the usual 
attendant, or in case of accident or other emer- 


Its code of 


gency, he should direct that the usual attendant 
be sent for as soon as he is able to take charge- 
of the case, and should relinquish it to him. It 
Is generally agreed, that, among several physi- 
cians thus called, he who first arrives should 
act, unless the family designate another. 

A communication from the visiting physician 
to the usual attendant, in the absence of the 
latter, should be written and sealed, and not sim- 
ply verbal. 


The Relation of the Physician to Quackery 

In every community there are minds naturally 
inclined to quackery, which has flourished in 
every age. It grows by being noticed, and 
thrives best under opposition. It is, therefore, 
unwise to employ argument against it. But a 
physician should lend his influence to establish 
a distinet line between the regular practice of 
medicine and the practice of quackery, and 
should avoid any act which might tend to weaken 
such a distinction either in the medical profes- 
sion or in the public mind. 

Thus, he should not consult with an irregular 
practitioner; nor countenance the use of secret 
remedies; nor be interested in medical trade- 
marked preparations; nor give certificates of 
mineral waters, patents, or medical preparations, 
or the like; nor give a commission to an apothe- 
cary nor receive one from him; nor advertise 
himself or his practice in public print; nor pub- 
licly advertise advice or medicines to the poor, 
ete. 


Consultations 


Consultation should be encouraged in eases of 
unusual responsibility or doubt. 

A consultation is called for the benefit of the 
patient, and to give him the advantage of col- 
lective skill. Should there be a difference of 
opinion, discussion should be temperate, and al- 
ways confidential. 

A consultant should say or do nothing to im- 
pair the confidence of the patient or his family 
in the attending physician. 

At a consultation, punctuality is important; 
and non-arrival within fifteen minutes after the 
appointed time should be interpreted as non- 
attendance. 

For the advantage of the patient, and for 
economy of time, it is well in a consultation, to 
observe a certain order of business. The follow- 
ing has been found convenient : 

The attending physician, having stated in 
general terms the nature of the case, may then 
call, in turn, upon each consultant, if there be 
more than one, to examine the patient,—the 
usual order being that of seniority. No con- 
sultant should make an examination or inquiry 
out of turn. On retiring, the attending physi- 
cian may invite, in the usual order, the opinion 
of each eonsultant, who should not be inter- 
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rupted while giving it; after which he may add 
his own. In conclusion a course of action may 
be agreed on, or the attending physician may be 
left to act at his own discretion. 


Fees 

A fee-table has a local jurisdiction, and is 
designed to indicate a fair or average amount 
due for services. But, if the patient fully un- 
derstands it beforehand, a physician is at lib- 
erty to place any value he sees fit upon his 
services. It is then at the patient’s option to 
decline them or to pay the price. A physician 
should be considerate of the poor. 

A patient in moderate circumstances should 
not be called on to pay a fee unusually large for 
the service rendered, without a previous explicit 
understanding. A physician, if able, should of- 
fer to pay the medical attendant of himself or 
his family. Unless by special agreement, a 
physician attending or acting for another should 
receive the fees. Among obstetricians a rule 
obtains that the interval between the birth of 
the child and of the placenta halves the service 
and the fee. ( See also iv. 3.) A fee should be 
charged for a medical certificate or paper of 
value to the applicant,—connected, for example, 
with absence or exemption, life insurance, pen- 
sion papers, ete.; except the usual certificates 
of vaccination and death. 


Seniority 
Seniority applies rather to duration of prac- 
tice at the place in question, than to age. 


Your duty as a practitioner is five-fold; to the 
patient, to yourself, the relatives of the patient, 
the profession and the public. 

There is a question whether you should put 
yourself first in the list with the belief that if 
you are true to yourself and the tenets of our 
profession, the interests of your patient will be 
thoroughly safeguarded. Hippocrates, Dr. Big- 
elow and all other ethical codists have placed the 
patient in a position of first importance. After 
all, in clinical practice it is the patient who makes 
the world go round. As the late Francis Peabody 
said, ‘‘One of the essential qualities of the clin- 
ician is interest in humanity, for the secret of 
the care of the patient is in caring for the pa- 
tient.’’ The treatment of a disease may be en- 
tirely impersonal ; the care of a patient must be 
completely personal. Everybody, sick or well, 
is affected in one way or another, consciously or 
subeonsciously, by the material and spiritual 
forces that bear upon his life and especially to 
the sick such forces may act as powerful stimu- 
lants or depressants. When the general practi- 
tioner goes into the house of a patient, he may 
know the whole background of the family life 
from past experience, but even as a stranger he 
has every opportunity to discover what manner 
of man his patient is and what kind of cireum- 
stanees make up his life. Animal experimenta- 


tion is highly essential ‘but the experimental dis- 
ease can never be the same as the disease in 
man, for in man the disease at once affects and 
is affeeted by the emotional life. 

When we meet a patient for the first time, we 
are not in a position to know whether he needs 
sympathy, or discipline, or both. It must be 
constantly remembered, not only by the young 
physician but indeed by all of us, that a sick 
man is not a normal man. Often I have seen 
patients in private practice and in _ hospital 
wards that at first seemed dull, stupid and most 
uninteresting, who have later proved to be very 
likable. Their state of mind was due either to 
apprehension or to the effects of a disease which, 
for the moment, had dulled the intellect and 
changed the man. If patients are dull, perhaps 
we, as physicians, are sometimes dull. 

We must try not to be dull. We must be like 
the actor before the footlights; no matter what 
his personal worries or home disturbances, he 
must play his part. The sick man is not imme- 
diately interested in his physician’s troubles. 
When he has made up his mind to consult you, 
he is anxious to hear your opinion of his case 
and to begin treatment. If you have ever been 
ill, you know what the visit of a trusted physi- 
cian has meant; how worried you have been be- 
fore his arrival, how comforted by his assur- 
ances. Said Mr. Dooley to Hennessey, ‘‘That 
doctor stayed downstairs talking for half an 
hour to a woman I haven’t said anything but 
‘Yis’ to for twenty years before he came up.”’ 
I have an old friend who frequently moves about 
the sickroom as soon as he arrives, commenting 
upon the pictures or other articles which he finds 
interesting before he pays any attention to his 
patient. Several of them have spoken to me 
with considerable annoyance about this seeming 
lack of interest in their troubles. Yet he is a 
very able physician and a kindly man, who has 
the welfare of his patients much at heart, and 
I doubt if this fault has ever occurred to him. 
I have sometimes had to check the tendeney in 
myself, 

You have been learning the science of medi- 
eine, but of equal importance is understanding 
of and sympathy for the sick man. The science 
of medicine has been, I hope, adequately taught, 
but unfortunately, no faculty can impart some 
of the equally important factors which are so 
necessary for the fulfilment of successful prac- 
tice. Human understanding, sympathy, tact, 
good judgment and common sense cannot be 
included in the curriculum of a medical school, 
and happy is he who has a goodly share of these 
essential and complementary qualities. There 
have been doctors whose natural aptitude and 
sympathy have far surpassed their scientific 
knowledge and they have outstripped some of 
their more learned brethren. But, as Dr. Edsall 
has said, no one is born a doctor and one be- 
comes a master only through thoughtful and ear- 
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nest: effort. However comprehending you may 
- be, you will meet an endless diversity of fears, 
sorrows, suffering, sins and disappointed hopes 
and these may both torment the soul and de- 
range the body’s response. Your insight into 
human nature, your ability to measure out sym- 
pathy and your appreciation of the effect of the 
trials of life upon the man will, by practised ef- 
fort, enable you to weigh the importance of spir- 
itual disturbances upon the patient, his disease 
or both. The spiritual disturbances are often 
more difficult to dispel than the physical. Fan- 
cied illnesses are frequently more important to 
the patient than the diseases which show us their 
definite physical signs. 

Interest in a case may be intense and yet ut- 
terly devoid of sympathy and understanding of 
the patient as an individual. During my early 
years of practice there was a physician in Mass- 
achusetts whose scientific attainments were prob- 
ably unsurpassed. He should have been a lab- 
oratory investigator, but he chose the path of 
the clinician. When he was a very young doc- 
tor, he was asked to take the practice of an older 
colleague, while the latter went on a vacation. 
Upon his return the older physician sent for the 
young man and said to him, ‘‘Doctor, you will 
never succeed in the practice of medicine. You 
ealled twice upon Miss Blank and contradicted 
her twenty-nine times.’’ His prophecy came 
true. Many years later, when his superior knowl- 
edge of medicine was well recognized by his col- 
leagues, he was asked by a surgeon to take the 
medical care of an old lady. The surgeon, like 
many others of his time, had a general practice, 
but his private and hospital surgical work began 
to demand so much of his time that he decided 
to devote all of his energies to surgery. The old 
lady did not have any serious malady; in fact, 
she was seldom actually ill, but she had some 
fancied ailments and perhaps a few of the dis- 
comforts of advancing years. In any event, it 
was a comfort for her to talk to her physician 
about herself and while there was little to do for 
her, she received benefit from the visits which 
occurred at weekly intervals. Perhaps, as a 
colleague said of another old lady, she liked to 
fletcherize her troubles. The surgeon told her 
of his plans, which included placing her under 
the care of his competent medical confrére. The 
physician made his visit, listened to her history, 
gave her a thorough physical examination, and 
then said, ‘‘Madam, I have examined you and 
fail to find the evidences of any disease. When 
you are really sick, I shall be glad to visit you, 
but otherwise please do not send for me.’’ She 
was very angry and wrote to the surgeon asking 
him to send another physician who would take 
more interest in her as a patient, which he did. 

The late Dr. Pfaff had the faculty of making 
each patient feel that his case was the only 
thing of importance on his mind at the time. To 
this he added at every visit a thorough physical 
examination. The late Maurice H. Richardson 


also had the gift of making his patients feel how 
keenly interested he was in their troubles. At 
medical meetings he was as frank in narrating 
his failures as his successes, but as one of his 
contemporaries said, even after a recital of his 
failures, you felt that if you had to have the op- 
eration, he was the only one to do it. This qual- 
ity is a gift to some, but you may acquire it in 
large measure by ceaseless effort. 

It was once said of a doctor that his smile 
was worth ten thousand a year to him, but 
doubtless he knew just when to smile and when 
to look grave. Undue facetiousness is often ill- 
placed, especially with new patients whose minds 
are too full of fears to feel mirthful and whose 
temperaments you have not learned. Later, 
when mutual confidence has been established, 
your pleasantries may be a great boon to the pa- 
tient and possibly to his relatives. I am not 
speaking of a cheerful mien; that should be 
maintained as much as possible even in hopeless 
eases. Once when a consultant was suggested 
to a certain family, the reply was: ‘‘Don’t 
have that man with his long face.’’ Remember 
that your facial expressions will be keenly ob- 
served by your patient and often your words 
will be cherished and remembered long after 
you have entirely forgotten them. You will be 
regarded, I hope, in your community as a person 
of superior intelligence and what you say will 
be repeated by many people. I had one patient 
with a most exasperating memory. Years after, 
she would say, for instance, ‘‘But, Doctor, in 
February 1910 you said so-and-so.’’ Had I 
pressed her, no doubt she could have given the 
day and hour. You should make your directions 
explicit and if in any detail, they should be writ- 
ten. Years ago I prescribed for an old lady who 
lived with four devoted nieces. After I had 
gone, the nieces got into an argument over just 
what I did say, with the result that upon my 
visit the following day, the aunt had not re- 
ceived a single dose. When you write to a pa- 
tient, be sure to keep a copy of your letter. It 
may be of far more importance than your clin- 
ical notes, especially in these days when mal- 
practice suits are rife. One of my older surgi- 
cal friends attended a woman for a fracture and 
so delighted was she with his devoted care that 
she wrote poems to his skill. A year later 
somebody convinced her that the result was not 
quite perfect, so she brought suit for malprac- 
tice, and it was not until then that the full value 
of the poetic effusions was appreciated. Her 
letters and poems quashed the case. 

Never laugh at a patient’s fears, but rather 
dissipate them by careful physical examina- 
tions and tactful explanations. A _ surgical 
friend attended a woman with a fractured hip, 
and months later, when he felt assured of a 
good result, he became wearied with her com- 
plaints and one day satirically imitated her 
limp. She never forgave him and told of his 
conduct to numerous friends to his detriment. 
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As you become more familiar with human na- 
ture, your judgment will tell you how much of 
sympathy, encouragement or discipline you are 
to give each patient. The measure will depend 
upon the history, the physical findings and the 
temperament of the man or woman before you. 
Too much sympathy may defeat the end. The 
late Weir Mitchell once sent a colleague to see 
an old Quaker lady. The next time she saw Dr. 
Mitchell she said: ‘‘Never send that man to me 
again. Thee knowst I do not like to have my 
feelings poulticed.’’ It is not unethical to be 
sympathetic and to show sympathy is often more 
important than your treatment, for, indeed, in 
some cases there is little more that you can do. 
Your optimism is a tonic. Once in the wards 
of the Johns Hopkins Hospital, Osler, after a 
few minutes at the bedside of an advanced case 
of gastric carcinoma, suddenly caught the arm 
of a student as they moved on and said: ‘‘Tell 
me what can put forty pounds on a patient with 
inoperable cancer of the stomach.’’ Distinctly 
puzzled, the student said he did not know. ‘‘An 
optimistic consultant,’’ said Osler. Dr. Wood- 
ward, last year, told of a hopelessly ill man, 
whose widow said to him, ‘‘My husband told me, 
before he died, that he just knew by your touch 
how much sympathy you had for him and that 
he felt better every time you saw him.’’ ‘‘ And,”’ 
added Dr. Woodward, ‘‘I thought my visits 
were absolutely useless.’’ You will not be suc- 
eessful unless you can impress your personality 
upon your patients and make your very pres- 
ence in the sick-room a help. 

Fortunately for us, the very ill seldom ask 
us if they are going to die. In chronic and pro- 
gressive diseases we are sometimes asked this 
question, but not so frequently as you would 
suppose. It is one of the large problems of med- 
icine just how much to tell the patient. Un- 
questionably we should tell the truth when we 
must, but we should take great care that it is 
truth. Not long ago I saw a man who had been 
told by a distinguished physician that he could 
not possibly live more than three years, and he 
had managed to live ten when he came to me. 
You will be ridiculed just as much if you say 
that a patient is going to die and he lives as 
if you said he would recover and he dies. In 
either event the family and friends will think 
your judgment poor and will hesitate to put 
their trust in you again. 

We admire a man who can give an opinion 
rapidly, positively, and correctly, but some of 
his glaring mistakes make us hesitate to emulate 
his example. A clergyman in New York, an old 
friend, told me that when his wife was critically 
ill with pneumonia, the attending physician 
called a consultant whose name, a generation 
ago, was well known throughout the land. When 
the eminent consultant said that the wife would 
die, my friend told me that he took hope from 
that moment because, some years before, the 


same consultant was called to see two children 
of his parish, ill with diphtheria. Standing in 
the doorway of their room he pointed first to 
one saying, ‘‘That child will die,’’ and to the 
other, ‘‘That child will live.’’ The result was 
just the opposite. 


Sir Walter Scott said of the antiquary that 
he was a very positive man and, like most very 
positive men, he was sometimes right. Disease 
often masquerades in motley and sometimes 
drops its mask to laugh at us. When quite fresh 
from my internship, I was asked by an elderly 
physician, who was confined to the house with a 
slight illness, to take care of a dying patient. 
The man had suffered for years from bronchiec- 
tasis and was in such a critical condition that 
my old friend had told the family that hope 
was gone and I believe that he thought it mat- 
tered little who the doctor was. Using the prin- 
ciples of physical diagnosis which I had been 
taught in the hospital, it seemed evident that the 
man had fluid in his pleural eavity and, coupled 
with his septic temperature, that the fluid must 
be purulent. Aspiration proved this to be so 
and, going into another part of the house to find 
the wife, I discovered the entire family at work 
on their mourning. They had done everything 
except eall the undertaker. When I told the 
wife that I thought the only hope for her hus- 
band was to call a surgeon who could evacuate 
the pus, she looked very much disappointed and 
fretfully exclaimed that her poor husband had 
suffered enough and she would not have him tor- 
tured any more. However, she yielded and ten 
years later, the man was still attending to busi- 
ness. Two years after this incident the mother 
and daughter, not attired in mourning, greeted 
me cheerfully on the street, by which I inferred 
that my name had not been entered on their 
black list. 

Some years ago, I was asked in the early 
morning to see a lady who was said to be eriti- 
eally ill with pneumonia. When I arrived, the 
attending physician was reading a novel in the 
living-room. He thought a consultation quite un- 
necessary and clearly showed it in his manner, 
for his attitude was, ‘‘ Do something if you can.”’ 
He would not go into the sickroom with me, so 
I examined the patient with the help of the 
nurse. The woman was unconscious and almost 
black, and after making several suggestions, I 
left the house never expecting a favorable out- 
come. I saw her again the next day, when she 
had a crisis, and the credit for her recovery went 
to me when it could just as easily have gone to 
her physician. 

It is essential, for your own protection, to 
select someone in the family to whom you can 
explain the condition as you see it. Be perfectly 
frank and tell your story in simple terms, which 
any intelligent layman can understand. I have 
occasionally heard a physician say, when he has 
had a surprise in diagnosis or an unexpected fa- 
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tality, that he said nothing about it for fear of 
alarming the family. The family is not to be 
fooled by such futile dissimulation. They may 
not say anything, but endless explanations will 
never convince them that you were not ignorant 
of the condition. You do not have to discuss 
with them every diagnosis which occurs to you. 
They will become only confused by your differ- 
ential ramblings and at the end will not have 
much idea what you are talking about. Select, 
after due consideration, the essential diagnosis 
with perhaps a possible alternate, and if this 
does not smooth your way, get the necessary 
help before the family demands it. Never treat 
flippantly or contemptuously the diagnostic sug- 
gestions of members of the family, but give them 
serious and respectful consideration, because 
oceasionally you will be humiliated to find that 
they are right. Sometimes the anxious eye of a 
relative will detect a serious change in the pa- 
tient’s condition before you do. The suggestion 
is not to be passed by lightly but should quicken 
your attention. 

You will often be pressed for time, but never 
Jet your patient feel that you are in a hurry or 
that you are giving him scant attention. No 
matter how dull the medical picture is to you, 
remember that it is probably quite vivid to the 
eye of the patient. He will not be satisfied with 
a cursory examination and a hurried opinion, 
for he is well aware that modern medicine takes 
time. <A patient told me with some amusement 
of the two practitioners who visited his family 
during his boyhood. His house was situated on 
the outskirts of a Maine town. A one-horse car 
and single track connected the suburb with the 
town. One doctor, as soon as he arrived, called 
one of the children to sit at the window to tell 
him the moment the car came in sight, while the 
other was quite unconcerned about the time and 
usually partook of pie and milk before he lei- 
surely started back to town. The mother of the 
family was dissatisfied with the first because he 
was too hurried to give adequate attention to the 
patient, while the second’s dolce far niente atti- 
tude indicated to her mind a shocking lack of 
patients. 

A lady came to me with a note from her physi- 
cian in which he described some of her symptoms 
and added, ‘‘She is the most talkative woman 
I have ever met, although she once described 
herself as her husband’s silent partner.’’ I 
found that he had not overstated her talkative- 
ness, for her respiratory and vocal organs func- 
tioned quite independently, but she occasionally 
had to ‘‘come up for air’’, and during the brief 
pauses I was able to inject a question. 

Not long ago a lady came to see me from an- 
other state with a complete history of her life 
symptoms and sensations, which she reiterated 
in endless variety. Her husband passed away 


three times during the visit and was beginning 
to die for the fourth time when I succeeded in 
diverting her into pleasanter channels. 


T shall 


have to leave to your good judgment and tact 
the management of similar situations. With 
an éver-widening experience you will learn to 
direct the conversation along productive courses 
and will lead the patient to your final directions 
without a suspicion that several pages have been 
torn from his voluminous history. If you have 
a sense of humor—the saving grace of many doc- 
tors—you will have some fun while the patient 
has much satisfaction from the narration, at the 
end of which—and there must be an end—he 
may gather from your rapt attention that there 
never was such a case and he may ask: ‘‘Did 
you ever see a case like this before?’’ 
you say, but think, ‘‘ Never one quite so long.”’ 

To quote the words of the great Osler, ‘‘ Noth- 
ing will sustain you more potently in your hum- 
drum routine, as perhaps it may be thought, 
than the power to recognize the true poetry of 
life, the poetry of the commonplace, of the ordi- 
nary man, of the plain, toil-worn woman, with 
their loves and joys, their sorrows and their 
griefs. The comedy, too, of life will be spread 
before you, and nobody laughs more often than 
the doctor at the pranks Puck plays upon the 
Titanias and the Bottoms among his patients. 
The humorous side is really almost as frequently 
turned towards him as the tragic. Lift up one 
hand to heaven and thank your stars if they 
have given you the proper sense to enable you 
to appreciate the inconceivably droll situations 
in which we catch our fellow creatures. Unhap- 
pily, this is one of the free gifts of the gods, 
unevenly distributed, not bestowed on all, or on 
all in equal portions. In undue measure it is not 
without risk, and in any case in the doctor it is 
better appreciated by the eye than expressed on 
the tongue.’’ Carefully note the warning, gen- 
tlemen, in this last sentence. Laugh with your 
patient, better still make him laugh with you, 
but never laugh at him. It is an unpardonable 
= to go about among patients with a long 
ace. 

The patient’s confidences are for you. Make 
it an inflexible rule from the beginning of your 
practice to keep locked within your breast the 
trusts committed to you in the consulting room 
and sick chamber and you will save yourself 
immeasurable trouble. It is unethical to tell a 
wife that her husband or sister has been to see 
you unless you have received permission or a re- 
quest to do so. When I was a medical student 
I heard a lady say of her New York physician, 
‘If my sister had preceded me in the doctor’s 
office, I would not hear of it from him.’’ The 
satisfaction which she seemed to have from her 
doctor’s secretiveness made a lasting impression 
on my mind. 


Your apparently perfectly veiled statement — 


may contain a clue which will result in a com- 
plete revelation to a relative or friend. Even 
if the statement reveals a fact of no importance, 
about which the patient cares little, it may make 
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him hesitate to trust you with a weighty secret 
in the future. You must be careful about taking 
a member of your family into your confidence; 
it really cannot be done with safety. I know of 
a doctor of unusually high medical intelligence 
whose practice was partially ruined by his wife. 
On one oceasion she told a large group of women 
at a club that her husband had been up all night 
with Mrs. A. who was having a miscarriage. 
You may well believe that every woman there 
made up her mind that she would never have 
him for a doctor. There are many things which 
may, or may not, directly affect the patient, 
which you learn during your contact with him, 
such as defects of disposition, flaws of character, 
secrets of married life, which should be kept to 
yourself. 

Honest men are apt to think those with whom 
they come in contact in the daily affairs of life 
are equally honest, but dishonest men and women 
will come to you asking for service, the results of 
which are to be used for nefarious purposes. 
They are apt to select the young doctor and play 
upon his inexperience. Women, married and 
single, will make open and disguised requests 
for abortion. A prominent obstetrician in Bos- 
ton had a married woman come to him from an- 
other city because of the uncontrollable vomiting 
of pregnancy. He placed her in a hospital for 
observation and at one of his visits as he sat 
chatting with her’ he noticed the tip of a feather 
just protruding from under the pillow. Taking 
hold of its tip he pulled out a long feather and 
solved his problem. A feather is very useful for 
tickling the pharynx if one wishes to vomit. 

I knew of a young doctor who had a man 
enter his office and lay one thousand dollars 
upon his desk with the statement that they were 
his if he would relieve a certain young woman 
of her trouble. He needed the money, but he 
treated him as did the visiting surgeon at the 
Boston Lying-in Hospital when a woman asked 
him to do an abortion. I can clearly visualize 
him now as he pointed dramatically to the exit. 
“‘Do you see that door?’’ said he, ‘‘Well, go 
through it just as fast as you can.’’ She went. 
Never tell a woman unknown to you, in the pres- 
ence of a witness, that she is pregnant, whether 
she claims to be married or single, for she may 
use the information for the purpose of blackmail 
and you may be drawn into unpleasant if not 
damaging notoriety. 

Married women of your regular practice who 
think they have a sufficient number of children 
may secure an abortion and expect you to as- 
sume charge of the after-care. If you know of 


this step in advance, decline to be a party to it, 
but if you are drawn into it unawares, call a 
competent consultant to share the responsibility. 
Be careful about giving drugs which are said 
to cause miscarriage but seldom do, for should 
the patient obtain for her a happy result, she 
will tell some of her intimates who will visit you 


under similar circumstances, and you may gain 
an undesirable reputation. : 

People will ask you for certificates of good 
health and of ill health, to which they are not 
entitled. Men desirous of evading jury duty 
will request a letter to the judge giving excuses 
which are utterly false. The astute physician 
will find a means of escape from such fallacies. 
A patient with a legitimate excuse for exemption 
from jury duty presented his letter to the pre- 
siding judge, who was just finishing the read- 
ing of a letter handed him by another juror. 
‘“Well,’’ said the judge to the man, ‘‘There 
don’t seem to be any diseases which your doctor 
has forgotten.’’ 

Uprightness in the practice of your profes- 
sion is your greatest desire and deceitfulness 
in one part is incompatible with trustworthiness 
in another. The very man who asks and re- 
ceives aid from you in a deception will question 
your integrity in the management of his dis- 
eases. Almost every physician is asked at some 
time in his career to conceal the presence of a 
contagious disease in an individual or a family. 
If you are in doubt of the diagnosis, secure help, 
but as soon as possible, establish a correct inter- 
pretation of the physical findings and if posi- 
tive, quarantine the patient and contacts. A 
person infected with a contagious disease be- 
comes at once a ward of the community and, as 
such, must be prevented from harming others. 
You will readily appreciate many of the social 
or business reasons which are presented for con- 
cealment and you will doubtless feel a sympathy 
with some of them, but your duty is clear and 
any form of deception is unthinkable. 

Let no one make you think that you are 
obliged to accept a person as a patient if you do 
not so desire. A man may be injured in front 
of your house and people come running to ask 
you to attend him, but you do not have to go un- 
less you wish; I need hardly say, however, that 
your humanitarian instincts and sense of duty 
would prevent you from being so callous. Even 
if you were a highly trained specialist, you could 
do more than the bystanders and your refusal 
to help would be construed as heartless. Igno- 
rant persons think that a doctor must accept any 
eall, at any hour, but there is no law to compel 
you to do this. It is well, however, when pos- 
sible, to offer some valid reason for not respond- 
ing. Remember, however, that if you have once 
assumed the care of a patient, you have no right 
to abandon him without making ample provision 
for further care and that injury from such 
relinquishment has resulted in legal action with 
substantial damages. 

I know a number of physicians who make it an 
infallible rule never to take an alcoholic drink 
in a patient’s house, especially during the hours 
of duty and I leave the fact for your considera- 
tion. Some time toward the end of a cold, tire- 
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some day you will have completed a consulta- 
tion and have come downstairs to the library, 
where a member of the family may urge you to 
partake of wine or spirits, and if you are not a 
teetotaler, you may be tempted to accept, but I 
advise you to resist. People who are not averse 
to liquor do not, however, like to think that the 
men to whom they trust their lives use it. 
Apropos of this was an incident related by one 
of our best physicians. At dinner, after a busy 
day, he thought he would be comforted by a lit- 
tle Madeira. Just as he was having his dessert, 
a call came for him to go in consultation and as 
he entered the patient’s house, he was introduced 
to the father of the family with whom he had a 
few minutes’ conversation. He then started to 
go upstairs but caught his toe on a rug and 
nearly fell. When he returned from the sick- 
room, the father thanked him for coming but 
said that since he had evidently been drinking, 
he could not trust his child to him and would 
immediately summon another consultant. The 
English custom of afternoon tea is much safer 
as well as quite delightful. Dr. Ritchie of Edin- 
burgh told me that so insistent are the British 
on this break in the day’s work that he has 
known of tea being announced in the middle of 
a medical consultation and the conference being 
deferred until the doctors had refreshed them- 
selves. 

There is little to be said about tobacco in these 
days when men and women smoke, but I have 
occasionally heard a dainty woman complain of 
the odor of stale tobacco smoke which a physi- 
cian brought into her room. 

Neatness in personal appearance and a sim- 
ple, businesslike office free from an ostentatious 
display of apparatus are distinct assets. Some 
years ago I took a woman patient to the office 
of a prominent surgeon. His mantlepiece was 
loaded with old urine specimens and samples 
of drugs, while in one corner of the room was a 
large disorderly pile of old medical journals 
eovered with black dust. Evidently he saw us 
looking at the unsightly jumble, for he explained 
that it had been put there within a day or two, 
during the process of cleaning the office. After 
we had left the house, the patient, a very neat 
housekeeper, laughed and said that it was quite 
remarkable that so much dust could accumulate 
in so short a time. Do not think that the coat 
makes the man nor much equipment a skillful 
doctor, for a striking personality and unusual 
aptitude will frequently offset many peculiari- 
ties. Inccngruities in older doctors may be coun- 
terbalanced by dexterity, but I am speaking to 
those whose reputations are in the making. 

One of the most valuable attributes is to al- 
ways be yourself. As Emerson remarked: ‘‘He 
is great who is what he is from Nature, and who 
never reminds us of others.’’ Sometimes our 
admiration for a master may lead us to imitate 


his methods and manners, but it is often un- 
successful, unimaginative, and frequently ludi- 
crous. Time spent in imitation of another is 
stolen from our own development of personality. 
Notwithstanding, by observation of our superiors 
we may recognize our errors and shortcomings 
and thus may build upon our own structure. 

Today a bearded youth would attract almost 
as much attention as a bagwig; in my early days 
young doctors still deluded themselves with the 
belief that a hirsute appendage gave an appear- 
ance of age, yet the youthful countenance was 
probably hidden only from the wearer. A pretty 
piece of deception came to light in the early 
nineties. A young graduate opened an office in 
one of the suburbs and immediately purchased 
a horse and buggy. Every morning about nine 
he came out of his office, jumped into his buggy 
and drove away, often not returning until noon. 
People commented upon the active practice of 
such a youthful physician and wondered how he 
managed to have so much to do. Some boys with 
bicycles decided to follow him and discovered 
that he merely drove about the streets, occasion- 
ally stopping to rest his horse and read. You 
can imagine the laughter that this farce pro- 
voked. Dickens appreciated such tricks when 
he pictured Bob Sawyer being called out in the 
middle of the church service by his office boy, 
leaving bottles of medicine at -houses where no 
one was ill, reclaiming them the next day with 
apologies for a mistake caused by the great rush 
of professional business—Mr. Sawyer’s compli- 
ments, late Nockemorf—and tacking a card on 
his office door about being called suddenly to 
London in consultation—‘‘most urgent case’’— 
‘‘must have him at any price’’. 

As Dr. Woodward said last year in this lec- 
ture, do not boast too much of your successes lest 
others be tempted to talk of your failures. A 
doctor who never makes an error is hardly hu- 
man and should be translated. I know, two doc- 
tors who never see me without telling me that 
they are surgeons. Successful men do not have 
to remind their colleagues of their qualifications. 
Young men of twenty-eight and thirty came into 
the army, during the World War, telling their 
brother officers what a hardship it was to leave 
practices of thirty thousand a year. A reserve 
officer was assigned to our camp in a fairly im- 
portant capacity, and, from the day of his ar- 
rival, constantly told of the medical researches 
in which he had been, and was, engaged and of 
the outstanding men with whom he had been 
associated, yet none of us had ever heard of him. 
Curiosity, after the war, led me to ask several of 
the leading physicians of his city, an important 
medical centre, about him, but he was quite un- 
known to all. Doubt not that a true estimate 
of these men of words was quickly formed and 
their caliber treated accordingly. 
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OUR RELATIONS TO OUR FELLOWS 


It is no small matter to be the confidant, the 
beloved physician, to the individual and the 
family group. There is yet much need for the 
family practitioner and an active place for you. 
To be with people in stress and trouble and to 
feel the joy of the ties which bind you to your 
patients is the lot of the family doctor far of- 
tener than the specialist in a great city, who sees 
a patient but a few times and then for the solu- 
tion of a definite problem. If you yearn for the 
fleshpots of the large city, consider well your 
qualifications, for there are some, perhaps many, 
who would be better off as the large duck in a 
small puddle. There are some whose tastes fit 
them admirably for life in rural or small-town 
communities and who rise to be leaders there not 
only in medical but in non-medical affairs. I 
said to a graduate of this school that his town 
was fortunate in having a man with such excel- 
lent training, who was willing to devote his en- 
tire time to its medical needs. He replied that 
he loved country life, would never be happy in 
a city, and delighted in the constant and inti- 
mate contacts with his patients. ‘‘Settle where 
you want to live,’’ said an old physician to me, 
‘‘but wherever you settle, you will be perfectly 
sure at the end of the first year that it is the 
wrong place.’’ So you may feel, during the in- 
itial weeks of practice, after your active days 
of medical school and internship, but get busy 
with things medical and use your spare time for 
study and literature. During my very early 
days, I knew of three men who were utterly 
ruined by idleness. Be a doctor always; few 
men can engage in extraneous affairs without 
spoiling their professional success. Ye cannot 
serve two masters. Do not burden yourself at 
first with too many appointments. 

Unetitical conduct toward one’s colleagues is 
almost the greatest cause of trouble. The com- 
petition of business, securing the customers of 
others by reduced prices and advertising are 
not for us since medicine is a profession and 
not a trade, and he who enters it merely as a 
means of livelihood would better change medi- 
cine for business. 

It is satisfying to have the good opinion of 
your patients and the laity, but after all it is 
your reputation with fellow colleagues, both old 
and young, which really counts. 

Young doctors who settle in small towns and 
rural districts should call at once upon the phy- 
sicians already established and this should be 
done in large cities, but, naturally, to a less ex- 
tent. You will generally be pleasantly wel- 
comed, but occasionally you will receive scant 
courtesy from some doctor jealous because of a 
newcomer in the territory. Never mind, I had 
this happen to me once and I took care of the 
old doctor for several years before he died. 

I shall try to enumerate a few of the ways in 
which you may antagonize individual colleagues 


and the profession. Nothing will make more 
trouble for you than a reputation for unjusti- 
fiably taking cases away from other physicians. 
Naturally, you may wonder how you are to have 
any patients if you do not see some who have 
already been treated by other physicians. Peo- 
ple change their medical advisers for a variety 
of reasons, sometimes because they are dissatis- 
fied and are eagerly looking for help; sometimes 
because they believe that the young graduate 
may have new ideas, or they are testing the 
opinion of their regular attendant; and lastly 
it may be because you are the only physician in 
the community they don’t owe. The young doce- 
tor who settles in a small community may think 
himself surprisingly successful in the first few 
months until he attempts to collect his just 
bills. Two generations ago and even less, a 
doctor thought that a patient should remain 
with him until the end and was apt to be of- 
fended with the patient, if he deserted, and with 
the physician who succeeded him. Dr. Ben- 
jamin Cushing would meet a fellow practitioner 
at the end of the summer vacation and say, 
**Doctor, I saw your patient, Mr. A., while you 
were away and gave him scant courtesy,’’ mean- 
ing, of course, that he would not deign to do 
anything which could make himself more at- 
tractive than the regular attendant. 

Today patients change their physicians quite 
readily and I see no reason why they should not 
do so, if they wish, without informing them. 
You may be a little hurt if an old patient leaves 
you for another physician without just cause, 
but it is useless to be annoyed and if you are 
patient, he often comes back, when, if you are 
wise, you will receive him again just as though 
nothing had happened. Sometimes imploring 
relatives and friends urge him to change quite 
against his will. One Boston physician told me 
that his practice was always large Mondays be- 
cause many of his patients had been persuaded 
during Sunday to consult him. 

It is unethical to take a case which is being 
actively attended by another physician until he 
has been duly notified by the patient or his 
family that a change is to be made. The change 
must be made by the family, never by you. Al- 
most every doctor has this happen to him, and 
it must be accepted as all in the day’s work. If 
the dismissed attendant is a friend of yours, you 
will do well to talk the situation over with him 
some time; it often clears the atmosphere and 
leads to mutual good feeling. 

A doctor practising in one of the poorer sec- 
tions of the city told me that he invariably 
looked around the rooms when he took charge of 
a patient. to see if there were any bottles of 
medicine because he once found that another 
physician and he were attending a patient for 
two weeks without the slightest suspicion of 
each other’s presence. He always made his visit 
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in the morning while the other physician came 
in the afternoon. 

If another physician asks you to see a case 
for him, you should discontinue your visits as 
soon as the emergency for which you are called 
is over and you should not respond to a call 
from the patient without a conference with the 
regular attendant. If a patient sends for his 
doctor in an emergency and he cannot be found, 
or the patient feels that he cannot wait for his 
return and asks you to go, you will, of course, 
do so, but you should report the circumstances 
to him as soon as possible. You may be em- 
barrassed by having the family urge you to con- 
tinue your care of the case, but you should re- 
fuse, for your gains in practice obtained in this 
manner will, in the long run, be far offset by 
your losses. Keep your own counsel and await 
developments. 

Under other circumstances when a patient 
calls you, there should be no hesitation about 
responding. As I said before, people have the 
right to change their doctor and if for an ill- 
ness with which you have not been immediately 
associated with a colleague, you have a perfect 
right to take charge of the case. Sometimes 
you may find out why the change has been made. 
Perhaps they have been wavering in loyalty and 
it is much better that another physician should 
be called. No one wants to practice where there 
is not complete mutual confidence and harmony. 
I recall one family where as many as four dif- 
ferent doctors attended as many different mem- 
bers. It was perfectly satisfactory; each had 
his or her preference. It is probable that each 
patient has some reasonable demand; he is look- 
ing for health, relief, recovery, or, at the worst, 
some prolongation of life, and it is the doctor’s 
duty to answer the demand to the best of his 
ability. Service is of inestimable value in every 
calling and opinion is arrived at by the use of 
the most thorough methods at your command. 
Rich or poor, if you answer their calls for help, 
you are unethical if you do not give it to the 
best of your ability. A colleague of mine in 
New York City was called to see a poor old floor- 
washer who was failing in work because of vari- 
cose veins. Without thought of compensation 
he gave her such devoted care that she was 
able to return to scrubbing the floors of a large 
bank and as she scrubbed she sang the praises 
of her doctor, and officials of the bank were 
anxious to consult a physician who could do so 
much without the prospect of reward. So you 
may get the good opinion of many people who, 
even though they do not employ you, will speak 
of your work to their older practitioners, who 
will keep you in mind as a man to be trusted. 

It is highly unethical to make adverse criti- 
cisms of our fellow practitioners. It can never 
do any good and frequently considerable harm, 


so I would advise you at the inception of your 
careers to make an inflexible rule not to make 
derogatory remarks. A simple little question 
by the patient or a member of his family about 
the opinion or treatment of some former at- 
tendant calls for an answer, so let it be as clear- 
eut and laudatory as possible. No answer, a 
little smile or a shrug of the shoulder may carry 
as much mischief as the critical word. It is. 
the belief of many physicians that suits at law 
are often started by the unguarded and fre- 
quently unfounded statements of their fellows. 
Before judging of what another medical man 
is reported to have said or done, it is profitable 
to reflect how rumor may distort your own acts 
and words out of all semblance. Sir Thomas 
Browne said, ‘‘Never speak ill of a colleague. 
If he seems to you to have done wrong, if you 
disapprove of his actions, show it by avoiding 
him if you will, but hold your tongue! Nine 
times out of ten you will find there are explana- 
tions for his action of which you know nothing. 
If you speak, you become his enemy. You can 
no more associate with him and remain an honest 
man. Is it worth while? Respect your col- 
league. Close your ears. Do not allow others 
to speak ill of your colleague in your presence. 
Generally they are mistaken. Remember that 
most doctors are honest men and decent fellows, 
even if you don’t understand them. Hold your 
tongue!”’ 


It is proper to maintain your own opinion 
but not to depreciate the advocate of a differ- 
ent view. Beware of the boomerang. You are 
not infallible and your success may be no greater 
than your predecessor’s. Never say that he left 
the case too late to make your treatment of any 
avail. It is well not to speak ill of quacks and 
cults. A wordy assault upon the irregular prac- 
titioners never does any good. If you are asked 
by a patient for your opinion about a certain 
cult to which he has turned or for which he may 
have a predilection, explain to him in language 
which he can understand your view of its claims 
and then leave the decision to him. Frequently 
I have done this and the patient has decided 
then and there to abandon his intention. Cults 
may flourish for a time, but they make little 
impression upon the firm foundation of scientific 
medicine. Faith healers cure by inspiring faith 
and giving hope and there is always something 
for you to learn from their psychology. The 
wisest psychology, however, will never replace 
the magical effect of specific drugs in certain dis- 
eases nor the need of operative procedure in an 
acute appendix. Change the outlook of any- 
body with organic disease and improvement is. 
possible not alone in the mental attitude but in 
the physical state as well. Dubois, the oppo- 


nent of drugs and operations, was in the habit 
of saying, ‘‘I cured him in three conversations,’’ 
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and you, by lending a sympathetic ear to the 
troubles; sorrows and repressions of some har- 
assed patient, may do as much and more because, 
with your scientific training, you remove him 
from the dangers of underlying organic disease, 
which the uneducated healer is unable to recog- 
nize. Many a physician has gained a reputation 
for professional skill merely because he has 
added to medicine a friendly and sympathetic 
attitude toward his patients. Cults have come 
into being largely because in the past physicians 
have allowed the disease to overshadow the man. 

Physicians who appear much in the columns 
of the lay press are sure to arouse the ire of 
their confreres. Osler once said, ‘‘In the life of 
every successful physician there comes the 
temptation to toy with the Delilah of the press, 
daily and otherwise. There are times when she 
may be courted with satisfaction, but beware! 
sooner or later she is sure to play the harlot, 
and has left many a man shorn of his strength, 
viz., the confidence of his professional brethren.’’ 
That was written many years ago and today 
we are asking each other: Is it ethical or un- 
ethical for a physician to write medical articles 
for the daily press, to give radio broadcasts on 
health problems, to be interviewed for publica- 
tion? It is still considered by many of us to be 
unethical for physicians to advertise themselves 
to the public. The question is just what consti- 
tutes advertising and a committee of the Massa- 
chusetts Medical Society is at present laboring 
with this controversial subject. To appear in 
the evening journal with a long article accom- 
panied by your picture on some treatment which 
has no acceptance by the profession,—indeed, 
one which has not been heard of or its merits 
tested,—-savors very much of the tactics of the 
advertising quack and is frowned upon by the 
leaders of our profession. Professional cards in 
newspapers used to be considered beneath a doc- 
tor’s dignity, but now notices announcing a 
specialty, removal, or return to practice after a 
long absence are in many localities comme i 
faut. When an interne at the lying-in hospital, 
I picked up a rabbi’s professional card, which 
said in the corner: ‘‘Wedding ceremonies and 
cireumcisions respectfully solicited.’’ That was 
advertising, indeed. Numerous signs on an of- 
fice with painted hands pointing to the door 
seem to indicate an undue eagerness to secure 
patients, besides showing a very high degree of 
bad taste. 

There is no doubt in the minds of many of us 
that if we are to secure the evidences of disease 
at their inception, we must familiarize the laity 
with them. It has been said with some truth 
that many derive their medical knowledge from 
the advertising pages of popular magazines. Di- 
gestive and constipation remedies, antiseptic 
mouth washes, gargles, skin foods, health breads, 
diabetic cures. rheumatism, headache, and blood 


medicines, all crowd the pages and each leaves 
the impression that the use of the particular 
remedy will free the patient not only from the 
malady for which he takes it but from other al- 
lied ailments. 

Who is to give instruction to the public on 
medical subjects if not the legitimate possessors 
of medical knowledge? If so, what is the most 
ethical way of imparting it? Some think that 
it should be by signed articles in the daily press, 
sponsored by the state medical society, while 
others believe that the information will lose 
much of its effectiveness if not given over the 
name of a recognized medical authority upon the 
subject presented. So far the articles and broad- 
casts have been by men whose reputations do not 
need the slight addition of a radio talk, yet 
some opposition has been encountered by those 
who feel that it is unethical and that one’s prac- 
tice is augmented thereby. In the meantime this 
mooted question remains to be settled. 


It is perfectly ethical to advertise your knowl- 
edge of certain medical subjects to your con- 
freres by writing for medical journals and 
speaking at meetings about them, but be sure 
you always have something worth hearing. More 
than one doctor has hurt himself in the eyes 
of his colleagues by offering poorly arranged 
or imperfectly digested material. You cannot 
afford to appear too frequently in the journals, 
for it is impossible to get together valuable ma- 
terial for publication at a rapid pace and you 
will descend into a gatherer of already well- 
known facts. 

Doctors have a reputation for being poor pub- 
lic speakers. I have often thought that medical 
schools should give some attention to elocution, 
and if they did, we might be saved at medical 
meetings from our vain struggles to hear some- 
thing of the paper which the reader, with his 
head in his manuscript, mumbles through. Sir 
Arthur Keith told me, some years ago, that the 
London medical societies would no longer tol- 
erate a mere reader. 

Few doctors can practise without appearing 
in court as a common or expert witness. Some 
years ago the late Sherman Whipple made an 
address before the Southern Bar Association in 
which he held that the proper duty of the court 
is to disclose the truth and to do justice on the 
basis of that truth. The lawyer is a servant of 
the truth, not of his client, he asserted, and if 
their interests fail to coincide, he should neglect 
that of his client and seek to make the truth 
prevail. To this end he would have every case 
changed from a legal battle, as it now is, into 
a search for the truth in which lawyers should 
codperate and everything pertinent should be 
made known. Each lawyer should let the other 
know all the facts that he possesses, however 
their disclosure might affect his client’s case. 
He himself should have no secrets with his 
client. The game should be played with all the 
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cards on the table and if it were a poorer game, 
it would be better justice. 

For those of us who have been in court, how- 
ever, the legal technicalities seem to have little 
in common with justice. That blindfolded lady 
carries her punitive weapon in her strong right 
hand, leaving her left free to clumsily balance 
her scale. Often the truth appears so far in 
the rear as to be entirely out of step with the ad- 
vance in the legal battle. The clash of wits, the 
menacing cross-examiner, and the thousand and 
one objections may leave the medical witness, 
if he is not wary, wounded and bleeding on the 
field. The veteran medical witness recognizes 
each turn of the battle and is ready for it. If 
the witness is an authority, the cross-examiner 
is very cautious in putting his questions, well 
knowing that the witness may ask him to ex- 
plain one of them, thereby leading him into a 
maze from which he cannot extricate himself. He 
fears the effect of his discomfiture upon the jury. 
Nothing discredits the expert witness more than 
merited ridicule, but sometimes the tables are 
turned and the lawyer finds that the laugh is 
on him. Dr. E. H. Williams tells the following 
story in his book: The late Dr. Spitzka, a fa- 
mous alienist, had given some damaging testimo- 
ny on direct examination in a certain case. The 
eross-examining attorney, aware of the alienist’s 
fund of knowledge, and knowing that there was 
little likelihood of shaking his testimony by the 
usual methods of cross-examination tried ridi- 
cule. ‘‘Let me see, Doctor,’’ he asked, ‘‘ You are 
a veterinary, are you not?’’ The courtroom 
chuckled to the full surreptitious extent per- 
mitted in courtrooms, but a moment later, the 
chuckling recoiled upon the attorney when the 
alienist replied: ‘‘ Well, not exactly, although 
I sometimes treat asses.’’ That sort of reply, 
at the very beginning of the cross-examination, 
smooths out the rest of the journey for the ex- 
pert. ‘‘First blood’’ puts him in good standing 
with the jury—which helps. 

If you appear as an ordinary witness, you will 
be required merely to give your medical account 
of the case but if as an expert, you may be 
questioned upon a variety of subjects relevant, 
and, you may think, irrelevant. Take your med- 
ical ethics with you to court. Learn the truth 
about your case, study its various ramifications 
and always be sure that you thoroughly under- 
stand a question before you attempt to answer. 
Then let your answer be clear-cut and strictly 
confined to the question. Be very careful about 
introducing extraneous material into your an- 
swer. If you are called as an expert, accept 
only cases which come within your qualifica- 
tions. If you attempt to appear as an expert 
first for the defense and in a later case of the 
same type for the plaintiff, you may find your- 
self in difficulties. One of my colleagues made 
a statement and upon cross-examination, the at- 
torney asked how his answer could be true, since 


he had made a directly opposite assertion in his 
book upon the subject. He turned to the page 
and line and read the doctor’s statement of 
facts to him. It is well to accept as an expert 
witness only cases which are in accord with your 
firm conviction. Recently a physician of good 
standing was convinced that his patient’s pul- 
monary tuberculosis resulted from pneumoconi- 
osis. He asked me to examine the patient and 
then as an expert to go onto the witness stand 
and. state that the patient had pneumoconiosis 
as well as tuberculosis. An examination of the 
x-ray plates failed to show any evidence of 
pneumoconiosis and I refused to take the case. 


CONSULTATIONS 


This is said to be an age of specialism, when 
every young and well-trained graduate dreams 
of becoming an adept in some particular branch 
of his profession. He is lured by the prospect 
of greater prestige, larger fees and the interest 
which comes with concentration upon a particu- 
lar subject; but every doctor does not possess 
the qualities of a consultant. 

As a matter of fact, we were outdone in spe- 
cialism by the ancients. The Egyptians of the 
fifth century B.C. practised medicine on a plan 
of separation. Each physician treated a single 
disorder and no more and so the country 
swarmed with medical practitioners, some un- 
dertaking to cure diseases of the eye, others of 
the head, others the teeth, some the intestines 
and still others those diseases which were not 
local. The Greeks developed a rational system 
of medicine but the Romans, instead, systema- 
tized superstitions. They looked for aid from 
their deities, of which there was one for every 
disease, and, indeed, for every stage of each 
disease. Their medical practice is summed up 
in the statement that ‘‘even the itch was not 
without its goddess’’. 

In serious illness or in doubtful or difficult 
conditions, a physician should request a con- 
sultation, primarily in the interest of the patient 
and for his own self-protection in case of disas- 
ter or approaching death. The request should 
come early enough to prevent the suggestion 
being made by the family. The family may be 
more worried than you think necessary and may 
demand an immediate consultation. Under such 
circumstances it is well to yield gracefully and 
directly. As I said before, some member of the 
family may detect a change for the worse or a 
critical condition which has not impressed itself 
upon you. If you defer the consultation and 
there is a disastrous outcome, you will be se- 
verely criticized. Do not put yourself in that 
embarrassing position. The right type of con- 
sultant will come as a blessing to you and the 
family. If you are early in your request for a 
consultation, you will doubtless be able to select 
the consultant you wish, but if you wait, you 
may find that a council of family and friends 
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has selected one you may not desire. However, 
some physicians prefer to let the family choose 
the consultant, feeling that greater satisfaction 
will come with one of their selection, even if 
less eminent, than one the attendant might 
choose. A division of responsibility is what most 
physicians seek in the management of serious 
cases and it is well not to refuse to consult with 
any honorable physician in good standing, who 
is suggested to you at the urgent request of the 
family except for the most vital reasons. It is 
better to submerge your personal dislike, do the 
best with the situation that you can, and to with- 
draw later from the case if you find intolerable 
conditions. In my earlier years I occasionally 
found myself in this unsatisfactory position 
when some physician who had nothing to offer 
as a consultant was called. Rarely, however, 
have I found that it did any real harm. Later 
you may tactfully bring in a consultant whose 
judgment you can trust. The family has been 
satisfied with the visit of their choice, but if the 
patient is seriously ill, they may then be glad to 
get the help of your consultant. I once had 
a family insist upon calling an elderly physician 
in consultation of whom I had never heard. The 
case was one of pneumonia, but I am perfectly 
sure that he did not know one end of a stetho- 
seope from the other, and his observations were 
sufficiently absurd to be ignored. You do not 
have to follow the consultant’s advice, for the 
patient is under your control as long as you 
are acting as his medical adviser and a frank 
statement to the relatives, if you disagree with 
the consultant’s opinion, may bring matters to 
a climax and allow the family to decide what 
to do. Your good judgment and tact, I fully be- 
lieve, will help you out of such situations with- 
out surrendering your patient and in these 
times there is less and less probability of un- 
pleasant occurrences. Years ago, there was a 
feeeling among some physicians that a consulta- 
tion cast, not, as Mrs. Malaprop said, ‘‘asper- 
sion upon her parts of speech’’, but upon his 
ability. Furthermore he feared some remark 
which would place him in an unfavorable light 
with the family. There was an old unwritten 
rule in Massachusetts that the consultant should 
follow the regular attendant into the sick-room 
and should precede him upon leaving it, thus 
preventing any unfavorable criticism of his 
methods, but I think this kind of petty jealousy 
is disappearing. There are still, however, phy- 
sicians who oppose consultations as unnecessary 
and those who make the consultation rather un- 
pleasant. The former frequently come to grief 
by having the patient or his family take the 
matter into their own hands and he finds that 
he has complicated a situation which might have 
been quite simple. The other type of physician 
is one who fears that the consultant will find 
some condition which he has not discovered or 
will say something which the family will mis- 


construe. One doctor, now deceased, with whom 
I consulted many times, would usually follow 
one of my: remarks with, ‘‘ You remember I told 
you that last evening’’ or, ‘‘I found that out 
yesterday, you will recall.’’ He was bound that 
nothing should come of the consultation but a 
complete confirmation of all his opinions, and 
yet I must do him the credit of saying that I 
believe the consultation was called quite as fre- 
quently at his suggestion as the family’s. After 
all, this is a trivial matter and merely reminis- 
eent of what occurred more often in earlier 
times. Today there is a frankness and codper- 
ation which may normally be expected among 
well-trained physicians. While the consulta- 
tion should in many eases be private, still it is 
not uncommon for the attending physician to 
invite some member of the family to be present 
throughout and this, when it can be safely 
done, inspires confidence. In any event, the 
attending physician should always be present 
when the family is informed of the result of 
the consultation. An effort should be made 
on the part of both physicians to clarify the sit- 
uation in the minds of the family and to an- 
swer in intelligible language any questions. A 
diagnosis is not always possible and to confess 
frankly our ignorance is often wiser than to 
beat about the bush with a hypothetical diag- 
nosis. 

Punctuality at consultations is highly essen- 
tial for both physicians. The doctor who is ha- 
bitually late for his appointments perhaps does 
not stop to think how he may upset the arrange- 
ment of his colleague’s entire day. He also fails 
to picture the growing mental anguish of the 
patient, whose mind is centred on the expected 
verdict and to whom every minute seems an 
hour. Some people seem to be born without any 
sense of time. If the attending physician does 
not appear, the consultant would be well within 
his rights to examine the patient and report his 
opinion later and, in an emergency, to carry 
out whatever treatment seems necessary. An 
ethical consultant will not take over a patient he 
has seen with a colleague although he is some- 
times pursued by the persistent desire of the 
patient to turn to him for advice. The case 
should remain with the attending physician for 
obvious reasons and furthermore a consultant’s 
time is not adapted to the constant care of in- 
dividual eases. If a patient goes to the office 
of the consultant, that can hardly be avoided but 
a full report should be made at once to the at- 
tending physician. Occasionally the patient or 
his family will insist upon the constant care of 
the consultant, in which case you should with- 
draw as gracefully as possible. It will do you 
no harm and often good in the long run. 

Caring for patients coincidentally with cult- 
ists and irregular practitioners is seldom pro- 
ductive of satisfactory results. It is useless 
for us to attempt the solution of a problem with 
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people who do not speak our language or who 
hold our opinions in contempt. If there is a 
successful outcome, the cultist will attempt to 
claim the credit, but if otherwise, he is apt to 
say that it was due to your interference. 

With the passage of time our viewpoint 
changes. During my early years there were still 
physicians who would not consult with a homeop- 
athist, but today homeopathy is nothing more 
than a name. In 1878, Dr. Francis Minot told 
the Massachusetts Medical Society that it was 
not unethical to consult with women physicians 
provided they were respectable and of good rep- 
utation, but today as they fight shoulder to 
shoulder with the men, how antiquated is Dr. 
Minot’s condescending statement. - 

FEES 

The fee for medical services throughout the 
ages has been subject to many changes and vex- 
ations. In the previous lecture I referred to 
_ the code of King Hammurabi, setting forth the 
earliest known fee-table and the beginning of 
medical jurisprudence in Babylon. 

‘Tf a physician operate on a man for a severe 
wound with a bronze lancet and save the man’s 
life ; or if he open an abscess in the eye of a man 
with a bronze lancet and save that man’s eye, he 
shall receive ten shekels of silver.’’ | 

‘‘Tf he be a freeman, he shall receive five 
shekels.’’ 

‘‘Tf it be a man’s slave, the owner of the slave 
shall give two shekels of silver to the physi- 
cian.”’ 

‘‘Tf a physician operate on a man for a severe 
wound, with a bronze lancet, and cause the 
man’s death; or open an abscess in the eye of a 
man, with a bronze lancet, and destroy the 
man’s eye, they shall cut off his hands.’’ 

‘‘Tf a physician operate on a slave of a free- 
man for a severe wound, with a bronze lancet, 
and cause his death, he shall restore a slave of 
equal value.’’ 

I have quoted enough of the code to show 
the scale of fees and some of the penalties for 
failure; both were graded according to the rank 
of the patient, gentleman, common citizen or 
slave. 

The Greek physicians who drifted into Rome 
about 200 B.C. charged for their services and 
collected their fees. The Romans had never 
paid for the healing of their sick and they were 
impressed with the treatment of the Greeks on 
the principle of that which costs money must be 
worth something. In England and on the conti- 
nent, during the middle ages and for some time 
afterwards, physicians accepted what the patient 
was willing to give. Some of us have thought 
recently that this custom has returned. Later, 
some of England’s most distinguished physicians 
had large incomes from practice. Richard Mead 
(1673-1754), during the height of his fame, col- 
lected annually as much as twenty thousand 
pounds. In this country fees have gradually 


risen until some specialists receive very large 
compensation. Consultants and specialists have 
really no established fees. They depend upon 
the eminence of the specialist and the patient’s 
ability to pay. 

Mark Twain said that while everybody talked 
about the weather, no one ever seemed to do 
anything about it. While fees in different com- 
munities have a certain standardization, cir- 
cumstances may cause so many deflections that 
the neophyte listening to the conversations of 
his elders on this subject may wonder how a sat- 
isfactory conclusion is ever reached. Operations 
and the treatment of medical diseases are mani- 
festly the same in all men, whether rich or 
poor. The rich man sometimes thinks that he 
is being exploited if he pays much more for the 
same treatment than the poor and is uncharitable 
enough to say that the lowest price represents 
its real value. Its real value, however, is always 
in the upper register. The poor have the same 
right to life as the rich and if one has not the 
means to pay for prolongation at its proper 
value, one must have it for less,—for little or as 
a free offering. Surely the doctor who has not 
a is as sounding brass or a tinkling cym- 

al. 

When you have given good service, it is right 
that you should be paid for it and it is not un- 
ethical for you to charge what you think it is 
worth. If the patient states that his circum- 
stances will not permit the payment of as large 
a fee as you have asked and you are convinced 
of the truth of his statement, you may lower 
your fee to suit his income. If you have made 
a just charge and the patient is well able to pay 
but refuses, it is perfectly ethical to stand your 
ground. Generally an amicable settlement can 
be reached, but occasionally it is necessary to 
ask the opinion of the court, which will hand 
down a decision, but no organization has the 
right to discipline you for efforts to receive fair 
compensation. Taking the last cent from the 
poor and performing on the hopelessly sick need- 
less operations for gain is something more than 
unethical and receives, as it should, the con- 
demnation of all fair-minded physicians. 

Fee-splitting is manifestly unethical for phy- 
sicians and unfair for the patient. Occasionally 
an attending physician will offer to pay the con- 
sultant out of his own pocket. The late Edward 
N. Libby told me that whenever a physician did 
this to him, he always told him that he would 
send the patient a receipted bill immediately 
upon returning to his office. If the physician 
was a fee-splitter, he did not send for Dr. Libby 
again; if not, it made no difference in their fu- 
ture relations. 

It is unethical for physicians to charge their 
brother practitioner or his immediate family for 
professional services, but this does not neces- 
sarily extend to his sisters, his cousins and his 
aunts. 
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As young physicians your fees will have to 
conform to the scale set by your community, but 
as your reputation for skill increases and men 
beat a path to your door, you may raise them 
to a just limit. Some people like to know be- 
forehand what an operation or a course of treat- 
ment is going to cost and it is an attitude to be 
commended and encouraged since it frequently, 
but not always, dispels misunderstanding and 
arguments. Be business-like in sending your 
bills promptly. Remember that some people’s 
willingness to pay diminishes with their grati- 
tude. If people offer you payment at the time 
of your visit, it is well to accept it. When a 
very young doctor I waved aside in a lordly 
manner a proffered fee, preferring perhaps to 
send one of my newly printed billheads, or for 
some equally foolish notion. Up to the present 
moment I have not seen the money and I think 
you will all agree that it serves me right. It 
is difficult to tell what patients will pay un- 
grudgingly ; a fine menage is no guarantee. A 
few years ago a surgeon called me, in the late 
afternoon, to say that there was an old gentle- 
man in his office who had, in his opinion, heart 
disease and he wished to send the patient to 
me for confirmation and treatment. Within a 
few minutes the telephone rang again and my 
surgical friend said the patient had started 
for my office, but there was one thing he could 
not say when he was sitting beside him. He 
then told me that the old gentleman was well 
off but whatever a doctor charged, it was always 
too much. I examined the patient and when I 
told him that his heart was not doing its work 
properly and that he would have to go to bed, 
he told me that I was quite mistaken as he was 
seventy-seven years old and had never had any 
trouble with his heart. He very grudgingly ac- 
cepted my advice but said that he would not 
stay in bed. He came again in a few days and 
to my surprise was considerably improved. In 
due course, I sent him a reasonable bill and 
promptly received a note stating that he had 
expected to pay only half of the amount I 
charged. I replied that the bill was small for 
the amount of service rendered, and I could 
not reduce it. He immediately sent me a check 
for the full amount and with it this note: ‘‘ Dear 
Doctor: I send you my check in payment of 
your bill. You have probably heard that money 
talks and in this case it says goodbye. Yours 
very truly.’”’ Of course, he never came again. 
No doubt he has long since departed and I 
hope he found the gates ajar. 


While many will show gratitude for your care 
and will reward you to the best of their ability, 
some will display a meanness almost unbeliev- 
able. The late Dr. Edson told me that imme- 


diately after his return from the Civil War, he 
opened an office in a small town in his native 


state, Vermont. 


One night when the wind was 


howling and the snow falling in great drifts, 


a message reached his house that he was much 
needed at a farm five miles from town. He 
harnessed his horse to the sleigh and after dig- 
ging the poor animal out of the drifts three 
times, he drove into the farmyard. Not a light 
was seen and nothing could be heard but the 
angry howling of the winter’s blast. He banged 
first on one door and then on the other until 
finally a man’s head appeared at an upper win- 
dow. ‘‘Well,’’ said the man, ‘‘What is it?’’ 
“It’s the doctor—Dr. Edson. Didn’t you send 
for me?’’ ‘‘Well, maybe I did, but what be 
you going to charge for coming out here at this 
time of night?’’ Dr. Edson modestly stated that 
he should receive three dollars for such a visit, 
‘*Well,’’ said the man, ‘‘I ain’t never paid but 
seventy-five cents; I guess you can’t come in.’’ 
Down went the window and the doctor had to 
make his way back to town as best he could. 


In colonial days and later, physicians itemized 
their bills, some of which were a foot long, eov- 
ered seven or eight weeks of service, and totaled 
perhaps 8£, 10s. and 6d. Now many physi- 
cians do not itemize their statements unless re- 
quested or there have been special tests which 
need explanation. When Dr. William P. Bolles, 
who graduated in 1873, had been in practice a 
year, he was called about eleven in the evening 
to see a lady who had such a severe abdominal 
pain, probably a cholecystitis, that it was almost 
breakfast time before Dr. Bolles felt that she 
was sufficiently comfortable to leave. To the 
mind of Bolles the unusual service and his ex- 
traordinary fee of ten dollars required some ex- 
planation, so he itemized the bill as follows: 
Mr. John Blank—for staying all night with Mrs. 
Blank, $10.00.’’ Blank must have had a sense 
of fun, for he immediately sent a check and a 
note in which he said that he was delighted to 
pay the bill but he objected to the wording of 
the item. 

Dr. Gay had had many years of professional 
life when he established this lectureship and 
probably some of his observations made him feel 
that young doctors should begin to think early 
of the rainy days and the winter of life. Phy- 
sicians, as a class, are proverbially poor business 
men and, by that same token, equally poor ad- 
visers in mercantile transactions—hence my re- 
marks will be very brief. Even an investment 
expert must be puzzled at this moment over 
what to buy or sell. Something can be saved 
from one’s income every month and there are 
savings banks to put it in. Life insurance is val- 
uable for professional men and should be bought 
early when the premiums are low and the health 
good. When you have saved a goodly sum, take 
a part of it, if you will, and invest it upon the 
advice of a trustworthy and successful banking 
house. A doctor should be careful that the lure 
of speculation does not distract his mind from 
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his calling. More than one doctor has been ruined 
by lending his name to some wildcat scheme. 
Your opinion may be asked about the latest 
mode, the newest automobile, and a thousand 
other things, but it is a good precept never to ad- 
vise your patients how to invest their money. 
Medical Ethies has placed on the highest plane 
our profession, which, in its service to man- 
kind, is unsurpassed by any other society of ed- 
ucated men. Maintain your high principles and 
deserve the respect of your fellow men and 
you will triumph over occasional neglect or 
even revilement. Notwithstanding disappoint- 
ments, occasional failures and injustice, con- 
tinue on your way, for in the end you will win 
as do most right-minded men who work and are 
willing to learn from their mistakes. You will 


sometimes envy your legal brother with his enor- 
mous fee for the settlement of a single case, 
or your business friend who is making great 
gains in mercantile pursuits, and you may think 
your recompense is small for the amount of 
thought and labor expended, but remember that 
no one is so loved as the physician, no one has 
greater rewards in the gratitude of those he has 
relieved, and no one has a more honorable call- 
ing. 

These words of Shakespeare, in Henry V, 
should appeal to us: 

“By Jove, I am not covetous for gold 

Nor care I who doth feed upon my cost 

It yearns me not if men my garments wear 

Such outward things dwell not in my desires, 

But if it be a sin to covet honor 

I am the most offending soul alive.” 


WHEN WILL TUBERCULOSIS COME UNDER 
CONTROL? 


The business of prophecy is always full of dan- 
gers. But now and then it is possible to make 
cautious and controlled forecasts where sufficient in- 
formation of past and current performance is at 
hand. A few years ago, a projection was made of 
the probable future course of the tuberculosis death- 
rate in the United States. Using the facts available 
for 1900 to 1928, a projection for the deathrate up to 
the year 1937 was made and it was then estimated 
that in 1930, the rate would be under 70 per 100,000 
and, possibly by 1937, the deathrate from tubercu- 
losis would be under 40. The facts for the last few 
years bear out the accuracy of the estimate and 
give some assurance that the estimate for 1937 will 
not be far from the actual facts. 

It is in many ways a remarkable fact that, 
after two years of serious economic depression, the 
tuberculosis deathrate should continue its declining 
trend, for much historical and present-day discus- 
sion has stressed the close relation between the 
tuberculosis deathrate and economic and social con- 
ditions. There has been apparently no serious af- 
fect as yet on the general health of the community 
as the result of unemployment and of the lower in- 
comes of the large mass of the working population. 
For the year 1930, the tuberculosis deathrate was 
67.2 per 100,000 in the population of 34,000,000 in the 
Original Registration States, and this rate was 6.5 
- per cent. below that for 1929. For the first eight 
months of 1931 the decline has been 7.4 per cent. 
since 1930 among insured wage earners, and there 
is every indication that the present year will close 
with the lowest rate on record by a large margin. 

It seems, therefore, that the forces for the con- 
trol of tuberculosis among the thirty-four millions of 
people in the Original Registration States have been 
so well organized and coérdinated as to take care 
not only of the usual tuberculosis load, but also of 


accretions resulting from the economic depression. 
The effect of the work of the last 25 or 30 years 
has been cumulative in nature. The philanthropic 
and public health agencies of the country have con- 


tinued to be alert to the necessity for caring for the > 


tuberculous. The medical profession is becoming 
more and more skilled in the diagnosis and treat- 
ment of the disease. Sanatoria are expanding their 
facilities and their service results in arresting 
tuberculosis and in restoring patients to working 
capacity on a large scale. Many thousands of 
lives are saved annually as a result of this effort 
alone. 

Fewer deaths from tuberculosis mean that there 
are fewer advanced cases capable of producing new 
infections in the community. Fewer infections im- 
ply a reduced number of breakdowns later in life. 
There is thus set up a beneficent circle which 
serves to protect the community. The country, as a 
whole, has not yet experienced the full effect of the 
work done over the past two or three decades. 
That is why we may be so hopeful as to the record 
of the immediate future for tuberculosis. We see, 
therefore, no reason at this writing to modify the 
earlier estimate that, in 1937, the tuberculosis death- 
rate will be less than 40 per 100,000 in certain of the 
northeastern states. 

There is much evidence to show that the heaviest 
social burdens inflicted by tuberculosis have been 
materially eased. Among males, the major impact 
of the disease formerly fell upon the age period 35 
to 39 years, when family responsibilities are great- 
est. In recent years, the greatest toll of tuberculo- 
sis among males has been exacted well beyond 40 
years of age. It is significant that there has been 
no let-up in the tendency of tuberculosis to advance 
toward these ages where it will cease to act as one 
of the major sources of dependency and of family 
disruption. — Bulletin Metropolitan Life Insurance 
Company. 
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CASE 17441 


THREE WEEKS’ SWELLING OF THE 
ANKLES AND SCROTUM 


Mepicau DEPARTMENT 


An unmarried German Jewish business man 
fifty-seven. years old entered June 8 complaining 
of swelling of the ankles and scrotum of three 
weeks’ duration. 

Two years before admission he had a sudden 
nocturnal attack of dyspnea, a sensation of tight- 
ness of the chest, moderate non-radiating chest 
pain and cough with white frothy sputum. He 
felt very ill. In the morning he consulted a phy- 
sician, who gave nitroglycerin and other drugs 
without relief. In three days the attacks sub- 
sided, leaving the patient feeling fairly well. 
During the following year he dieted, lost forty 
pounds and felt well though somewhat weak. He 
had moderate dyspnea on exertion. A year be- 
fore admission he had a second attack similar to 
the first, also subsiding spontaneously in three 
days. During the past year he had done well 
except for more marked dyspnea on exertion, and 
weakness. During the year he developed some 
frequency of urination by day and nocturia four 
to five times at night. In February, four months 
before admission, he had a third nocturnal at- 
tack of dyspnea, rather typically asthmatic, in 
which he was very ill and expected to die. The 
symptoms were present day and night for two 
months, abating somewhat. He took no medica- 
tion. There was no pain and no edema. Two 
months before admission he was given ephedrin 
tablets m the Outpatient Department with 
prompt relief of the asthma. He took ephedrin 
for the next three days. Then while walking in 
the evening he suddenly felt faint, weak and ill. 
He took an ephedrin tablet with no relief. He 
was taken to his hotel, where he lost conscious- 
ness and was sent to a hospital. He remained 
there for seven weeks. He was given digitalis, 
which made him vomit. He was also given in- 
travenous glucose. Ephedrin was given several 
weeks after his admission with great relief. His 
appetite remained excellent. Fluids were re- 


stricted. The dyspnea improved and at the end 
of a month he felt much better. Three weeks be- 
fore admission to the Massachusetts General 
Hospital, while still at the other hospital, he 
noticed for the first time edema of the feet and 
later of the legs and scrotum. Three days before 


admission he left the hospital against advice, 
feeling much better but still with edema. For 
two days he did well. Then he developed se- 
vere dyspnea, weakness and increased edema. He 
had had difficulty in starting micturition. 

He was weak and sickly as a child, but had 
been reasonably well since then. He had sear- 
latina and frequent tonsillitis in childhood, diph- 
theria at six years, gonorrhea thirty years be- 
fore admission, treated for six months, and rheu- 
matism in both knees for a year twenty years 
before admission. Fourteen years before admis- 
sion he had influenza for four days. He had 
frequent headaches until he had glasses ten 
years before admission. At that time he also 
had a septum operation. 

He gave a family history of rheumatic heart 
disease in one brother and insanity in a cousin. 

Clinical examination showed a well-developed 
man who seemed to have lost weight, lying 
propped up in bed in evident respiratory dis- 
tress. The skin was dry and pale. The lips 
were slightly eyanotic. There was a small round 
excoriation over the vertebral column in the 
upper lumbar region. The skin over the lower 
extremities was erythematous. The nose showed 
obstruction. There was marked pyorrhea. The 
tongue was slightly coated and dry. The chest 
was emphysematous. The expansion was limit- 
ed. The apex impulse of the heart was felt in 
the sixth space. The left border of dullness was 
13 centimeters from midsternum, 5 centimeters 
outside the midelavicular line. The right border 
of dullness was 5 centimeters to the right. The 
supracardiae dullness was 6 centimeters. The 
sounds at the apex were muffled and of poor 
quality. In the third interspace the second 
sound was loud and clear to the left of the ster- 
num, loud and snapping with a soft systolic 
murmur to the right of the sternum. The aortic 
second sound was louder than the pulmonic sec- 
ond and sharp. The rate was rapid. There 
were numerous extrasystoles. The peripheral 
vessels were palpable and tortuous. The blood 
pressure was 220/40. An electrocardiogram 
showed normal rhythm, rate 90, slightly diphasic 
T;. The lungs were full of moist rales and 
showed dullness at both bases, especially at the 
right, where tactile fremitus was diminished. 
The breath sounds were emphysematous and in- 
creased on the right in front. The abdomen was 
markedly edematous, with fluid wave and shift- 
ing dullness. The liver dullness extended to three 
fingerbreauths below the costal margin, where a 
slightly tender edge was felt. The prostate was 
moderately enlarged, soft and symmetrical. 
There was marked pitting edema of the legs, 
genitalia and sacrum. The left pupil was larger 
than the right. Both reacted to light and dis- 
tance. The conjunctivae were watery. The 
fundi showed marked sclerosis of the vessels 
with tortuasity. There was bilateral Babinski. 
The knee jerks and ankle jerks were normal. 
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The urinary output was 30 to 40 ounces a 
day. The specific gravity was 1.015 to 1.010. 
Two examinations showed a very slight trace to 
a slight trace of albumin with 2 to 4 leukocytes, 
1 to 3 red cells and 1 to 2 granular easts per 
field. Blood examination showed 7,850 white 
cells, 75 per cent. polynuclears, hemoglobin 60 
per cent, reds 2,750,000, with moderate achromia 
and slight variation in size. The platelets were 
normal. A Hinton test was negative. The non- 
protein nitrogen was 95 on June 9, 117 June 11. 
The creatinin was 4.5 milligrams per 100 cubic 
centimeters. The blood chlorides were 627 milli- 
grams. The renal function was less than 10 per 
cent in two hours. 

On June 9 a cardiac consultant reported, 
“‘There is pulsus alternans for about 5 milli- 
meters at the systolic level (215). Digitalis 
causes nausea. ’’ 

Digalen was given without any reaction. The 
patient was very drowsy. June 10 there was 24 
ounces of residual urine. <An inlying catheter 
was installed. The patient failed steadily and 
on June 11 died. 


CLINICAL Discussion 


BY RICHARD C. CABOT, M.D., AND 
TRACY B. MALLORY, M.D. 


INTRODUCTION 


Dr. Casot: I wish to say a few words to this 
new Third Year Class on the reasoning processes 
used in studying these cases. Diagnosis as we 
carry it out at the bedside is in fact a matter 
of logic. It is not merely the use of one’s knowl- 
edge of the organs or of one’s senses or one’s 
skill. After all the data are assembled and on 
paper as they are in the cases that you have in 
your hands, then it ought to be a process of rea- 
soning like any other scientific process. It ought 
not then to be a question of anybody’s skill or 
anybody’s keen senses; it ought to be from that 
point a question merely of the knowledge that 
anybody has of the premises from which he 
should reason and then correct reasoning from 
those premises. Of course these case reports are 
what somebody else found, with his skill, with 
his aeceuracy of touch, sight and hearing. You 
and I have to take it as correct most of the time. 
Now and then I take the liberty of doubting 
whether a certain reported datum is true. Ordi- 
narily we have to say, ‘‘ Assuming that these 
data are true, what should we conelude?’’ 

In the reasoning processes or the logic of dif- 
ferential diagnosis from a given set of facts, 
there seem to me to be two groups of data. First 
of all there is evidence called ‘‘ pathognomonic 
signs,’’ items that are supposed to give us di- 
rect evidence of a disease. Let us say that tu- 
berele bacilli have been found in the sputum. 
We can say, ‘‘If that is true there is not much 
use in reasoning any more.’’ We have been 


handed the diagnosis on a plate. Tubercle ba- 
cillus in the sputum—what more is there to say ? 
There is much more to say. Let us try to fol- 
low up with correct processes of reasoning from 
that point. Tubercle bacillus in the sputum; 
you conclude that the patient has pulmonary 
tuberculosis. What are the possible ways in 
which you might be wrong in that? In the first 
place it may not be the tubercle bacillus. That 
bacillus does not come with its name written on 
it. Somebody made the judgment that the or- 
ganism he saw was the tubercle bacillus. You 
who have studied tuberculous sputum know the 
ways in which it is possible to make mistakes. 
In the first place many persons do not decolor- 
ize Specimens enough, so that you may have ap- 
parently acid-fast rod-shaped organisms which 
take a red stain but which are not tubercle 
bacilli. If that has not happened to you yet, 
it will. It happens to everyone to think he has 
the tubercle bacillus because he has not used 
the acid long enough, has not decolorized the or- 
ganisms after the fuchsin stain. That is the 
first possibility. 

In the second place, in examining stained 
specimens of urinary sediment people sometimes 
think they have seen the tubercle bacillus when 
in fact they have seen an acid-fast bacillus which 
is not the tubercle bacillus but the smegma ba- 
cillus. I do not believe that can be distinguished 
by any staining method or by any alcoholic de- 
colorization from the tubercle bacillus. We can 
distinguish it only by animal inoculation. They 
should have said it was an acid-fast organism 
judged to be the tubercle bacillus. That is a 
second source of fallacy. The first is that you 
have not really got an acid-fast organism. The 
second is that you have an acid-fast organism, 
but it is not the tubercle bacillus. 

There are many other ways in which you can 
go wrong, especially in a hospital. Specimens 
go down from the wards to be examined in the 
laboratory. By error Mr. A.’s sputum is at- 
tributed to Mr. B. and you get what is thought 
to be the tubercle bacillus in B.’s sputum. So 
that you and I make a false judgment because 
we have got hold of the wrong sputum. I have 
known a patient in the Outpatient Department 
who for particular reasons wanted to get into a 
tuberculosis sanitarium, who borrowed some tu- 
bereulous sputum and brought it as his own, so 
that we pinned it on him and went wrong in that 


way. 

There are three sourees of error, then, in judg- 
ing what are supposed to be pathognomonic 
facts. Those are practically all there are of any 
importance. You can imagine that the tubercle 
bacillus did not come from the lung. It might 
come from the tonsil. Then you might make 
falsely a diagnosis of pulmonary tuberculosis 
when the trouble was in the tonsil. But I 
imagine that if it were in the tonsil it would 
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usually be in the lung too, so it would not make 
much difference. 

I will now let you into a little secret for which 
you otherwise would not be prepared. When 
there is a ‘‘pathognomonie sign’’ in the record 
of one of these cases it would spoil our game 
of discussion. Therefore those (not myself) who 
prepare these histories are very apt to leave out 
such signs. For instance if it is a fever and 
as a matter of fact the typhoid bacillus has 
been found in cultures from the blood, they 
probably will not say so in the record because 
if they did there would not be anything to dis- 
cuss. So be prepared for cases in which if there 
is a particular thing which would ‘‘give away’’ 
the whole diagnosis, that may be left out. 


Most of these cases will not have such path- 
ognomonie signs. They have signs of dubious 
meaning. Here is a man with a presystolic 
murmur at the apex. What is the probability 
that that man has mitral stenosis? If we know 
that fact and know nothing else, I should say 
the chances were about 50 to 50. If we know 
he has a presystolic murmur at the apex plus a 
rheumatic history, I should say the chance of its 
being mitral stenosis goes up to about 65 per 
cent. If we know he has that and is a young 
person, I should say that the percentage would 
go up to 70 or 75 per cent. If he has all these 
and is past middle life we must take into con- 
sideration the so-called Austin Flint murmur 
which we so often get at the apex with enlarged 
hearts but without any mitral stenosis in people 
past middle life. If we know there is a pre- 
systolic murmur plus a rheumatic history in a 
young person plus a very sharp first sound and 
a double second sound I should say the chances 
are 85 per cent that that is mitral stenosis. Sup- 
pose we get a presystolic murmur in a young 
person with a rheumatic history, a sharp first 
sound, a double second sound and auricular 
fibrillation, then the chance of its being mitral 
stenosis is about 90 per cent. Is there anything 
that could make it any stronger? Suppose the 
patient has had transitory hemiplegia, evidence 
of a cerebral embolism which gets well. It is 
the only one of the hemiplegias that often does 
get well. In that case we should say 95 to 98 
per cent. That is all we can ask for. 

That is the sort of picture you are going to 
get in this class. You are going to say, ‘‘Here 
is A plus B. I should not be surprised if this 
were so and so.’’ If you have A+B+C-+D 
you will say, ‘‘I am pretty sure of so and so.”’ 
Then if you get E and F besides, you are con- 
vinced. Those letters stand for groups of 


relevant symptoms which add up to make diag- 
nostic probabilities. If anyone asks you, ‘‘Who 
knows that is so? What is the evidence for all 
that?’’ the evidence comes from just such exer- 
cises as this, in which we know the autopsy find- 
ings. When anyone says what I have said, that 


he believes a presystolic murmur plus a rheu- 
matie history indicates a chance of about 65 per 
cent that there is mitral stenosis, he means that 
in that percentage of autopsies from time to time 
these and these have been found in association. 

We do not teach you at all in this course to 
recognize physical signs. That is of course phys- 
ical diagnosis, but we cannot teach that here. 
We ought however to teach you to reason from a 
given set of facts by showing what the proper 
courses of reasoning are. 


NOTES ON THE HISTORY 


We can make a snap diagnosis on that first 
paragraph, and it is altogether desirable that we 
should so long as we know that it is only a guess. 
So prepare to make guesses. Here is a man of 
fifty-seven who comes in for swelling of the 
ankles and scrotum of three weeks’ duration. 
What is the guess you would make from that if 
you knew nothing more? 

A Stuprnt: Cardiac failure? 

Dr. Casot: Cardiac disease or nephritis. It 
might perfectly well turn out not to be cardiac 
disease. Can you go any further? What is 
the commonest kind of cardiac disease at fifty- 
seven ? 

A Stupent: Hypertensive. 

Dr. Caznot: That is a perfectly good guess. 
If he has cardiac disease he probably has hyper- 
tension. That is as much as you have a right to 
conclude, but I think it is perfectly proper to 
make those guesses at each stage of the record. 

With the nocturnal attack two years ago our 
guess is at once strengthened. He has had a 
night attack with evidences of passive congestion 
of the lungs with sputum and cough and some- 
thing that suggests angina, just such an attack 
as would be present if the diagnosis were hyper- 
tensive heart trouble. 

‘A physician gave him nitroglycerin, which 
means presumably that the physician thought he 
had angina. We do not usually give it for other 
forms of heart trouble. 

He started off with very stormy and alarming 
symptoms which then subsided under treatment. 
He goes along very well apparently for a year. 

Of course dyspnea on exertion is the common- 
est of all the symptoms of heart disease and one 
that usually persists between attacks of more 
severe symptoms. 

TI should like to know more about that attack in 
February, especially about the pain. With those 
two sudden attacks we cannot help thinking of 
the possibility of cardiac infarction or blocked 
coronary. I should like to know if he had pain 
lasting more than five minutes. We are told 
nothing about that, and can only point to it as 
a possibility to keep in mind in case something 
more is told to verify or upset it. 

What does a ‘‘typically asthmatic attack of 
dyspnea’’ mean, do you suppose? What would 
you have seen if you had been there? 
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A StupENT: The man was wheezing and gasp- 
ing for breath. 

Dr. Casot: Typical asthmatic breathing is 
difficult breathing going on in attacks not relat- 
ed to exertion, but often easily audible. Car- 
diac dyspnea is not ordinarily present in spasms 
or in sudden attacks. Heart trouble however 
does have this particular kind of dyspnea which 
is sometimes called cardiac asthma. I think it is 
a bad term. It means shortness of breath due 
to passive congestion, coming on in spasms that 
look like asthma, though it has nothing to do 
with it. 

There was no pain. That is more surprising. 

They made a note of edema of the legs. Pre- 
sumably there was edema of the lungs, though 
there is no mention of it. 

Ephedrin tablets relieved the asthma, so- 
ealled. Perhaps it was asthma. 

The fact that the digitalis made him vomit is 
nothing whatever against the therapeutics. It 
often makes people vomit, and often we cannot 
give the amount which will do the most good 
unless we do make them vomit. 

Difficulty in starting micturition is a symptom 
pointing in another direction, pointing to some 
local bladder or prostatic trouble of which we 
have had no indication before. 

Looking back on all that bears on his present 
condition, I should say that there is not much. 
There is no good evidence of rheumatic fever. 
He has had some pains in his knees called rheu- 
matism. As you know, the only kind of joint 
trouble having any bearing on heart trouble is 
the type that occurs in young people and causes 
fugitive pain, heat, redness and swelling of the 
joints. That is the type called rheumatic fever 
or aeute rheumatism. It is the only kind among 
the many diseases called rheumatism that has 
anything to do with heart trouble. It is true 
that there seems to be some history of rheuma- 
tism in the family, but we have not much evi- 
dence of it here. It would be unusual to have 
a rheumatic form of heart trouble show itself 
first at fifty-five. That does happen, but it is 
always surprising. Usually a man begins to 
have symptoms earlier than fifty-five if he has 
had rheumatic heart trouble, because it usually 
starts on the heart valves before the age of 
twenty-one. 


NOTES ON THE PHYSICAL EXAMINATION 


What guesses are there about that small round 
excoriation? We cannot do more than guess. 

A StupEnT: Was it a bed sore? 

Dr. Casot: Bed sore is the only thing that 
comes to my mind. It probably is not a bed sore, 
but still that is a proper guess to make. 

Summing up that heart examination, in so far 
as we take those percussion measurements as cor- 
rect, that is an enlarged heart. That is what 
we are expecting of course in a case of this sort. 
The whole heart examination leads us to expect 


what I can see a little further down, that there 
was a high systolic blood pressure. 

That is very considerable hypertension, con- 
firming the guess made in the beginning. He 
was going along perfectly well with an enlarged 
heart with a snapping aortic second, with poor 
muffled sounds at the apex, all of which we 
should expect with an enlarged weakened heart 
due to hypertensive disease. 

A slightly diphasic T, is not in itself anything. 
We have to have more than that before we can 
say there is myocardial damage. 


We have not any good evidence as yet of pros- 
tatic hypertrophy. 

What do you conclude from the examination 
of the pupils? You conclude nothing. So long 
as they reacted normally the fact that one was. 
bigger than the other means nothing. 

The fundi showed sclerosis of the vessels with 
tortuosity, as we should expect. 

So far I have no idea what that Babinski re- 
action was due to. 

The knee and ankle jerks were normal. That 
is very queer. I am beginning to be a little 
dubious about that Babinski. Let us take that 
with a little sodium chloride until we get fur- 
ther along. 

If he had a number of specimens of urine 
taken at different hours of the day and they 
still did not vary much in specific gravity, one 
would say that this tends to show hyposthenuria 
or inability of the kidney to concentrate urine, 
which is evidence of chronic nephritis. We do 
not know yet how often they took specimens. 
Can you tell us how many urine examinations 
there were? 

Miss PaintER: There were two. 

Dr. Cazsot: I think then that the low gravity 
means nothing. If there had been a dozen ex- 
aminations, knowing the routine of this hospital 
as I do and that some of them would be after- 
dinner specimens and some early morning speci- 
mens when he had had no water, I should say, 
‘‘That man cannot concentrate.’’ But of course 
with two specimens the record means nothing. 

He has secondary anemia, which is just what 
we should expect with the other troubles of 
which we have been thinking so far. There is 
nothing else uncommon in the blood. 

The non-protein nitrogen is three to four times 
what it ought to be. The creatinin is also of 
course increased. 

If the renal function is 10 per cent we cannot 
be sure about its significance. It may be very 
low and yet be normal. When it is less than 10 
we begin to think the kidney is probably abnor- 
mal. 

Pulsus alternans gives what prognosis? 

A Stupent: A bad one. 

Dr. Casot: Very bad; one of the worst. 
Now and then we see a man apparently not very 
sick in other ways yet with a pulsus alternans 
and we are certain it points to a short life. Even 
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if the patient is doing well in other ways we 
know he has not long to live if that is true. 


DIFFERENTIAL DIAGNOSIS 


Let us sum it up. Here is a man of fifty-seven 
with various infections in his past, no one of 
which, however, gives certain evidence of being 
of a type connected with the heart. He is healthy 
apparently until fifty-five. Then he has a sud- 
den attack of dyspnea and two others said to be 
of the ‘‘asthmatic’’ type, with steady dyspnea 
in between them. After the disease gets going 
it finally produces edema, with no definite ac- 
count of pain in his chest, no good evidence here 
of. angina or of a blocked coronary, but with 
edema of the lungs, legs, abdomen, liver, proved 
by the physical examination, with evidence of 
an enlarged heart but of no valvular lesion, with 
very marked systolic and diastolic hypertension, 
with pulsus alternans. All this has a bearing on 
the heart, all points to the same diagnosis at 
which we guessed in the beginning, hypertensive 
heart trouble. So far as the kidneys are con- 
cerned, we have urine not increased in amount, 
passed at night in a way that is suspicious, but 
not quite so suspicious as it would be if he did 
not have some prostatic signs. The urine shows 
a low gravity which on the evidence of only two 
examinations does not prove that the kidneys 
could not concentrate, even though it always 
contains albumin and a few casts. We are much 
more certain of the high retention products and 
the rather low renal function. I think I ought 
to say that he will show the type of kidney that 
ordinarily goes with hypertensive disease, re- 
ceiving all sorts of names at different times and 
from different pathologists when the fact is that 
it is chronic nephritis. Secondary to those two, 
but mostly to the heart, he ought to have chronic 
passive congestion in the lungs, liver, pleurae 
and peritoneum. 

Should he have any brain lesion? I do not 
see that we have any reason to expect that. 
Sometimes we do get brain lesions in these cases 
without any symptoms at all, but we have no 
reason to say so here. It is the sort of case in 
which Dr. Wolbach gets interested in looking 
in the arteries in the pancreas. If Dr. Mallory 
did, I will predict that he found lesions. In 
these cases Dr. Wolbach is likely to find the 
same thing in the arteries of the pancreas and 
the kidneys. 

Dr. MALLory: We did not look. 

Dr. Casot: .Did you see any sore on his back 
when he came down to you? 

Dr. Mauuory: I did not notice it. 

Dr Casot: A bad bed sore often is a con- 
tributing cause of death, but obviously in this 
case it was not. 


A Srupent: Do you put the hypertensive 


heart disease before the renal condition? 
Dr. Casot: I think the first thing that hap- 
pened in this man’s disease was hypertension af- 


fecting the heart, the kidney, then very possibly 
producing brain trouble if he had gone on long. 
The heart ought to be a big heart, 500 or 600 
grams, with thickened walls and some arterio- 
sclerosis in the aorta. We have no evidence of 
coronary disease, which does not prove that it 
is not there. We often get it with no symp- 
toms, but we cannot say coronary disease on the 
facts given us. It is the same way with myocar- 
ditis. He quite possibly has it, but we have no 
evidence on which to say so. 

A Stupent: How about the asthma? 

Dr. CanoT: I do not know what to say about 
that. I do not believe it ought to change our 
diagnosis. Ephedrin relieves some cardiae dysp- 
nea. I do not believe that the man suddenly 
got a real asthma from pollen outside when there 
was enough inside him to account for the symp- 
toms. There does not seem to me any real evi- 
dence of true asthma. 

A Stupent: Do you think there was a ter- 
minal pericarditis? 

Dr. Casot: Why should we think of it? 

A Stupent: It accompanies the group of hy- 
pertensive heart disease and vascular disease. 

Dr. Casot: You point that out truly, but 
from statistical evidence alone. We have not 
seen any evidence of it, but that does not in any 
way prove that it is not there. People with hy- 
pertensive heart disease often die with an acute 
pericarditis. You are perfectly right in saying 
there is a good chance that he has pericarditis. 
Did he have any fever at all? 

Miss PainTER: The temperature went up to 
100°. 

Dr. Cazor: That was its highest point. He 
was here only three days; part of the third day. 
No, we cannot say that the case shows much evi- 
dence as to pericarditis one way or the other. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Hypertensive and arteriosclerotic heart dis- 
ease with congestive failure. 

Uremia. 

Asthma. 


DR. RICHARD C. CABOT’S DIAGNOSES 


Hypertensive heart disease. 

Hypertrophy of the heart. 

Arteriosclerosis of the aorta. 

Vascular nephritis. 

Chronic passive congestion of the lungs, liver, 
pleurae and peritoneum. 


ANATOMIC DIAGNOSES 


Arterioselerosis and arteriolar sclerosis. 

Hypertrophy of the heart (hypertensive). 

Vascular nephritis (malignant?). 

Syphilis. 

Syphilitie aortitis with early aneurysm forma- 
tion. 

Chronic rheumatic endocarditis of the aortic 
valve? 
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Patuo.toaic Discussion 


Dr. Mautory: The patient had all that was 
suspected and also much besides. 


He had a very large heart weighing 730 grams. 
There was fairly uniform hypertrophy of all the 
chambers. There were no significant lesions of 
the valves, none, that is, that would cause any 
deformity. On the other hand two of the aortic 
cusps were slightly interadherent, the edge of 
one of the mitral cusps was thickened, and the 
chordae tendineae were slightly thickened. 


These findings are enough for a basis on which |}, 


to say that at some time in the past he more 
than probably had rheumatic endocarditis. I 
do not believe it was of the slightest significance 
in connection with the terminal illness. In addi- 
tion the coronary arteries showed slight ather- 
oma. On the other hand the mouth of one of 
the coronary arteries was practically occluded 
by a puckered scar of the type which immedi- 
ately makes one think of syphilis. That is the 
commonest way in which syphilis can cause cor- 
onary occlusion. Immediately, of course, one 
starts looking for further evidence of syphilis. 
We found it easily; he had two quite definite 
small aneurysms of the aorta. Though they 
were too small to be picked up clinically, they 
could readily have been seen if anyone had hap- 
pened to take a chest film. So I think it is safe 
to say that this man had a significant hyperten- 
sive heart disease, a possibly significant luetic 
coronary disease,—I am not sure how much of 
a role that played,—and an old rheumatic en- 
docarditis that was of no significance. 

His kidneys were somewhat larger than nor- 
mal, whereas of course the characteristic finding 
in vascular nephritis is small kidneys. On the 
other hand the actual size of the kidney de- 
pends very much on the question of whether 
the heart is decompensated. This man had a 
high degree of decompensation and consequently 
a great deal of passive congestion of the kid- 
neys and other organs which made them appear 
considerably larger than they would have if he 
had died of pure uremia without any decom- 
pensation. 

Histologically it is a typical vascular neph- 
ritis with marked involvement of the arterioles 
with slight extension of the process to the glo- 
meruli. I should be inclined to doubt if he 
would have died of uremia for many months to 
come if his heart had held out. I think there 
is not much question that in a partially damaged 
kidney cardiac decompensation may lead to still 
more diminution of the renal function, and the 
slight degree of uremia that this patient had 
could be attributed to both primary nephritis 
and chronic passive congestion. We found sim- 
ilar changes in the pancreatic and splenic arteri- 
oles. 

There is nothing else of any significance. We 
did not examine the brain. 


Dr. Casor: He did not have any obvious my- 
ocarditis ? 

Dr. Matuory: No. 

Dr Casot: That is, in regard to this coro- 
nary that was blocked,—no fibrous tissue? 

Dr. Mauuory: No areas of gross infarction 
at all. We did find a microscopic lesion, a num- 
ber of small irregular areas of fibrosis, but no 
more than we find in many hypertensive hearts 
without any coronary involvement. 

Dr. CaBsot: Would that tend to make you be- 
lieve “eg a blocked coronary would not do any 
arm 

Dr. Matiory: Whether or not a blocked cor- 
onary is harmful depends, of course, on whether 
an adequate collateral circulation develops. 
Luetie block, which is always just at the mouth 
of the coronary, is much more apt to be asso- 
ciated with an adequate collateral circulation 
than are the blocks caused by sclerosis or throm- 
bosis. Cases have been reported of complete 
luetie block of both coronaries in which the 
process was evidently an old one, yet no infare- 
tion was found. In such eases the patients must 
have lived for months with a fairly complete 
compensatory circulation. 

Dr. Casot: Looking back I should say we 
did not make any mistakes in reasoning. We 
had no evidence there of the syphilis. We have 
no reason to reproach ourselves. The rheumatic 
changes in the valves, too,—I should say we had 
no way in which we could have predicted those. 
What we did predict was found and what we did 
not predict we could not have predicted so far 
as we know. 


A StupEntT: Was that soft systolic murmur 
at the right of the sternum due to the aneu- 
rysms ? 

Dr. Cazot: So far as I know a small aneu- 


rysm never gives such a murmur as that. 

A StupEntT: Was there a significant lesion of 
the aortic valve? 

Dr. CaBot: Dr. Mallory said no; I am resting 
on his evidence as to that. 

A Srupent: Might aneurysm cause inequal- 
ity of the pupils? ) 

Dr. Casot: I should not say an aneurysm of 
this size could have pressed on anything that 
would affect the pupils. 

Dr. Matuory: It would be rather unlikely. 
The aneurysms were on the periphery of the 
aortic arch rather than on the lower portion. 
If they had been underneath the aortic arch 
instead of above it they might possibly have 
pressed on the trachea. 

Dr. Casot: Why didn’t we have a positive 
Hinton? We often do get it in old eases like 
this. We cannot say why we get it in some and 
not in others. The Hinton is probably a more 
delicate test than the Wassermann. 

A Stupent: How about that bilateral Ba- 
binski ? 

Dr. Casot: It is not explained so far as I 
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know. They did not open the spinal cord. I do 
not see any reason why they should; it is a very 
difficult piece of work, you know. One does not 
do it unless there is a good deal more than there 
was here to make it seem necessary. There were 
indications of the approach of uremia. In actual 
uremia itself we get Babinski sometimes, but 
it does not seem to me that we can answer that 
question. Certainly there is no reason to say 
that because he had Babinski he had spinal 
sclerosis. He would have shown changes in 
his gait or in other ways. That Babinski is a 
good example of what we often find here. There 
is something in every case which autopsy does 
not explain, something in regard to which we 
have to say, ‘‘Some day we shall know what 
that means.”’ 


CASE 17442 


A CASE OF ABDOMINAL DISTENTION 
AND VOMITING 


SuRGICAL DEPARTMENT 
PRESENTATION OF CASE 


Dr. Siwney C. Graves*: This is the case of a 
fifty-six year old white American married house- 
wife. She had had a previous admission twenty- 
two years earlier, when a diagnosis of tubereu- 
lous kidney was made and the right kidney was 
removed. Following the removal of the kidney 
she had frequency and burning urination for a 
year. That cleared up. Ten years before ad- 
mission suspension of the uterus was done. Five 
years before her present entry she had for one 
week attacks of epigastric pain and a sense of 
fullness in the epigastrium lasting about an 
hour, fairly severe, not radiating, relieved by 
vomiting. She never became jaundiced. She did 
not notice whether her urine was high-colored or 
her stools elay-colored. Eleven days before ad- 
mission she had an attack similar to those of five 
years earlier. This also had been relieved by 
vomiting. Four days before admission she had 
a very similar attack except that this time it 
~ had not been relieved by vomiting. She contin- 
ued to vomit. Two days before entry she had 
been somewhat relieved by an enema. She came 
into the Emergency Ward still vomiting and 
distended. 

On physical examination she was fat, flushed 
and breathing very rapidly. <A large mass 
thought to be the liver was felt in the right 
upper quadrant and also one on the left which 
was thought probably to be the spleen, though 
it might have been the kidney. She had a good 
deal of generalized abdominal tenderness, most 
of it centering around the umbilicus. The right 
kidney scar was present, also a lower midline 
abdominal sear. 

The white blood cell count was 4,800. The 


*Recently senior interne on the East Surgical service. 


urine showed a trace of albumin, 10 to 15 red 
blood cells and 3 to 4 white cells per field. 

She was sent for observation to the medical 
wards, where she continued to vomit. She be- 
came more distended and uncomfortable. <A 
cystoscopy was done which showed that the kid- 
ney was functioning well, although she had a 
non-protein nitrogen of 90 at the time. She 
became progressively more distended and was 
not relieved by stupes or enemas. There were 
practically no gas results or fecal results from 
the enemas. Peristalsis became diminished and 
finally could not be heard at all. 

We explored. She died from shock about ten 
minutes after the operation was over. 


CLINICAL Discussion 


Dr. Witu1AM B. Breep: There are a number 
of very striking points about this case. We had 
the patient in the medical ward three days be- 
fore we were convinced that her apparent ob- 
struction was surgical and not medical. The 
picture was complicated by the absence of one 
kidney with the tender mass in the left up- 
per quadrant, by the presence of a mass having 
the position of the liver and an edge feeling like 
the liver edge, and by the absence of fever. Her 
white cell count was 16,000 the second day in 
the ward, and it rose to 19,000, but there was 
no accompanying fever. Her vomitus was never 
fecal. It was reported that her own doctor 
had at one time found feeal vomiting. In view 
of the findings later on I think that is a very 
important point. We were not able to make a 
definite diagnosis, but felt that although opera- 
tion very possibly would kill her she should be 
explored, and she was explored. 

Dr. Betu VINCENT: The operation was un- 
dertaken in this case because of the possibility 
of intestinal obstruction. The patient had had 
constant obstipation, was vomiting constantly 
and had had two previous abdominal operations 
which offered a possible reason for the obstruc- 
tion. As soon as the abdomen was opened it 
was evident at once that an error in diagnosis 
had been made and that it was a case of acute 
pancreatitis, for we found widespread typical 
areas of fat necrosis. The question often comes 
up in differential diagnosis whether a case is 
acute pancreatitis or acute intestinal obstruction. 
I think that is probably the usual error that is 
made—acute pancreatitis is called acute intes- 
tinal obstruction. In this case there was consti- 
pation, persistent vomiting, acute abdominal 
pain and a sear of a previous abdominal opera- 
tion which might be taken as pointing to intes- 
tinal obstruction. On the other hand in favor 
of pancreatitis was the fact that she certainly 
was the type of patient for it. She was a woman 
of obese middle age, the type most subject to 
gall stones, gall bladder disease and pancreatitis. 
She had had persistent vomiting; so far as we 
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knew it had never been fecal, a point in favor 
of pancreatitis and against intestinal obstruc- 
tion. There was vomiting and abdominal pain, 
yet she had no signs of vigorous peristalsis. My 
feeling is that we should have made the diag- 
nosis before. 

Dr. Tracy B. Mauiory: I take it that for the 
first day or two after she came in she did not 
seem so acutely ill as one would expect in a case 
of acute pancreatitis. 

Dr. Breen: We remarked that here was a 
woman with leukocytosis and vomiting, but one 
who was not very sick. She would sit up and talk 
with vou. She did not have the appearance of 
shock. [| was loath to have her operated upon un- 
til we got to the point where it seemed necessary, 
because [ could not offer the surgeon much in the 
way of direction as to where in the abdomen to 
operate. 

I should like to see the other x-ray, that flat 
film of the abdomen, because in that was re- 
ported a dilated stomach. We washed her stom- 
ach out and left a tube in overnight. I think 
the stomach had been washed before this picture 
was taken. I should like to bring up the ques- 
tion in retrospect whether that is still to be 
called dilated stomach or whether it might pos- 
sibly be pancreatitis. 

Dr. GeorcE W. Houtmes: I do not think there 
is any question that the gas we see here is not 
gas in the stomach. Perhaps it is a norma 
stomach filled with air. The size of the stom- 
ach, of course, varies tremendously according to 
the amount of its contents. A large amount of 
air in a normal stomach could certainly appear 
as large as that. If this patient had marked 
intestinal obstruction I should expect to see a 
loop of intestine filled with gas. 

Dr. Breep: To illustrate the confusion 
everyone was in, it was with considerable re- 
luctanee that Dr. Vincent operated. We were 
in great doubt, and felt just before operation 
that possibly we were having a medical patient 
operated on. You felt that way, didn’t you, Dr. 
Vincent ? 

Dr. VINCENT: I was reluctant to operate on 
her because I thought she was such a grave sur- 
gical risk, but the possibility of acute intestinal 
obstruction seemed to justify an exploratory op- 
eration. 

A Puysician: Was there any glycosuria? 

Dr. BREED: No. 

CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Acute pancreatitis. 
ANATOMIC DIAGNOSES 


Acute pancreatitis. 
Cholelithiasis. 


Patnouocic Discussion 


Dr. Mauuory: Autopsy was limited to the 
abdomen. We found the liver very low, 3 centi- 
meters below the costal border, but it did not 
seem to us to be enlarged. It was simply a ques- 
tion of low position rather than marked en- 
largement. The gall bladder was enlarged and 
contained a number of stones. The pancreas 
showed complete necrosis of the distal two-thirds 
or three-quarters. Its head was normal. The 
omentum showed widespread fat necrosis. The 
mass that had been felt in the upper quadrant 
was unquestionably the kidney. It was fully 
twice the normal size,—so I think there is no 
question but it could easily have been felt clini- 
cally. Why it should have been tender I am not 
quite sure unless the fact that it more or less 
overlay the pancreas perhaps accounted for the 
pain. Except for its size the kidney was not 
abnormal at all. 

Dr. Breep: Could that omental mass have 
been so hard that that was thought to be the 
liver edge? Was it in that position? 

Dr. Mauuory: I think it was lower than that. 

Dr. BrEEep: This mass was quite low. It was 
thought that it was a large liver. 

Dr. Mautitory: The liver was unusually far 
down. Once in about one hundred autopsies we 
see a liver of normal weight, not over 1500 


1| grams, that comes 3 or 4 centimeters below the 


costal margin, partly owing to the shape of the 
thorax or the height of the diaphragm. It seems 
that the liver instead of being broad is narrow 
and very long. Of course an unusually low dia- 
phragm might push it down, but it is not neces- 
sary to assume that. I have seen several livers 
of normal or less than normal size with a nor- 
mally placed diaphragm which extended below 
the costal margin. 

Dr. Hotmes: In these x-rays the diaphragm 
was apparently high on both sides. One would 
expect the liver to have been high rather than 
low. The distance between the-crest of the ileum 
and the ribs is unusually short. 

A PuysiciAN: Was there any evidence of tu- 
berculosis ? 

Dr. MALLORY: 
rate. 

Dr. VINcENT: Did any of the autopsy find- 
ings show what was the cause of the pancreatitis 
in this case? Was there any infection, or was 
there a stone blocking the ampulla? 

Dr. Joun I. BrapLEY: It is impossible to say 
positively because of the limited character of the 
autopsy. The examination was done through 
the reopened incision. We removed the pan- 
creas without its being carefully examined in 


situ. 


Not in the abdomen at any 
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QUALITY OR QUANTITY IN MEDICAL 
EDUCATION? 


THE terms quality and quantity in medical 
education are sometimes used as if each alterna- 
tive excluded the other, but the view of the 
American was sound, when in the international 
competition in thesis writing on ‘‘The Ele- 
phant’’, he pronounced in favor of ‘‘bigger and 
better elephants’’. In fact, medical education 
in the past twenty-five years, for example, has 
been improving in some respects, including both 
the quality of instruction and the facilities of- 
fered the students, and in the amount of medi- 
eal information and skill required by the end 
of the four-year course. It is well to modify the 
characterization by saying ‘‘in some respects’’, 
for the end product, the physician, is what the 
mathematician would call a function of several 
independent variables, some of which are not 
comprehended by either ‘‘quality’’ or ‘‘quan- 
tity’’ of education. 

If one compares the relative proportion of 
physicians to population in the United States 


(one to eight hundred) with analogous figures 
for The Netherlands (one to eighteen hun- 
dred and twenty) and Sweden (one to twenty- 
eight hundred and sixty), one may wonder if 
our system does not need improvement, for there 
is no dearth of physicians in these countries. 
But it is necessary to take into consideration 
other factors such as geographical features of 
the country and density of population. We are 
confronted with a problem of distribution of 
physicians, for solving which hardly even pre- 
liminary studies have been made. 

The number of medical graduates has been 
increasing in recent years, although there was a 
remarkable diminution in the number of medical 
schools in the second decade of this century, 
as higher standards of medical education became 
more widespread. This has been due to three 
factors. New schools have been opened. Ex- 
isting schools have been filled to capacity, not 
to say overcrowding in some cases. Most im- 
portant of all, a larger percentage of those en- 
tering the schools stay until graduation. This 
has occurred in spite of more strict enforcement 
of more exacting requirements, because the tre- 
mendously increased pressure to enter the medi- 
eal school had led to more intelligent scrutiny of 
candidates for admission. 

No formula has been derived for satisfactorily 
relating the several independent variables which 
make the successful physician. The emphasis 
shifts from time to time: to the laboratory, to 
the clinic, to the individual with multiplicity of 
cifts. Just now attention is being directed 
again to some of those intangibles, the quali- 
ties of mind and heart and will which must al- 
ways be found in the unending search for better 
physicians. 


AN INITIATIVE PETITION FOR A LAW 
WHICH WILL ENDORSE CHIROPRAC. 
TIC REGISTRATION 


A RECENT item in the daily press reported that 
the chiropractors were about to file an initiative 
petition seeking passage of a law for the estab- 
lishment of a state board of registration in chiro- 
practic. It is suggested in the report that the 
board would consist of three persons to be ap- 
pointed by the Governor to pass upon the quali- 
fications of applicants desiring to practice as 
chiropractors. The qualifications required were 
a preliminary ‘‘equivalent of a high school edu- 
cation and to be grounded in the subjects of 
physiology, anatomy, chemistry, symptomatol- 
ogy, hygiene, sanitation, pathology and chiro- 
practic analysis. The measure also provides that 
the applicants are to be graduated from a 
reputable chiropractic school giving a course of 
twenty-two hundred daylight hours’’*. 


*Boston Transcript (October 20). 
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Article 48 of the Constitution defines the dif- 
ference between an initiative and a referendum. 
The former is an attempt to have new legisla- 
tion referred on a ballot to the voters for their 
approval or disapproval, whereas a referendum 
is an attempt to change an existing law by the 
same method. An initiative petition must first 
be submitted to the attorney-general and must 
be signed by ten or more registered voters. If 
this subject has not been presented to the vot- 
ers for at least three years and the signatures 
are those of registered voters, it is accepted by 
the attorney-general as proper material and the 
petitioners are so notified. This petition with 
the signatures of twenty thousand registered 
voters must be placed in the office of the Secre- 
tary of State before 5:00 o’clock on the first 
Wednesday in December. Not more than five 
thousand signatures may be obtained in any 
one county. The bill then goes before the next 
session of the Legislature and, if accepted by 
it, goes on the ballot. If the action is adverse, 
five thousand more signatures must be obtained 
and submitted to the Secretary of State’s office 
before the first Wednesday in August. It would 
then be legally approved and the initiative 
placed upon the official ballot in November. 

There has been but one standard for the quali- 
fication of fitness to practice the healing art in 
this Commonwealth, namely, passing the ex- 
aminations given by the Board of Registration 
in Medicine. This method has been acceptable 
to the Homeopaths, Osteopaths and members of 
the regular school of medicine. It would be a 
definite step backward to change this policy. 
The official stamp of approval is thus placed 
upon every legalized practitioner of medicine 
in the State of Massachusetts and, if a minor or 
a stranger calls a registered physician in an 
emergency, the public realizes that that physi- 
cian has been examined and authorized to al- 
leviate suffering and cure disease. 

If cultists are to be permitted to practice 
and their school does not teach diagnosis and 
treatment by accepted methods, grave dangers 
may result by the failure to recognize com- 
municable diseases. A very important objection 
to the licensing of cultists is the inadequate at- 
tention paid to public health problems by the 
institutions from which they have graduated and 
consequently they may not fit such practition- 
ers to codperate effectively with the State De- 
partments of Health. The early recognition 
and application of correct treatment of cancer, 
tuberculosis, malaria, diabetes, cerebrospinal 
meningitis, infantile paralysis, syphilis and diph- 
theria are vital. Our contention that manipulat- 
ing the spine in these conditions is fruitless and 
borders on criminality is sound. We ask the 
members of the medical profession to discuss this 
problem freely with their patients that the lives 
of the general public may not be endangered. 


THIS WEEK’S ISSUE 


Contains articles by the following named au- 
thors: 


WEILLE, Francis L. B.S., M.D. Harvard Uni- 
versity Medical School 1925. © Assistant in 
Laryngology and in Otology, Harvard Medical 
School. Research Fellow in Laryngology, Har- 
vard Medical School. Clinical Assistant, Massa- 
chusetts Eye and Ear Infirmary. Bronchoscopic 
Clinic Assistant, Massachusetts Eye and Ear In- 
firmary. His subject is ‘‘StuprEs IN ASTHMA, 
XIV. Bronchoscopy in Asthma.’’ Page 848. 
Address: 395 Commonwealth Avenue, Boston. 


Lorp, FreperickK T. <A.B., M.D. HElarvard 
University Medical School 1900. Visiting Physi- 
cian, Massachusetts General Hospital. Clinical 
Professor of Medicine, Harvard Medical School. 
President, American Association for Thoracic 
Surgery and Massachusetts Tuberculosis League. 
His subject is ‘‘Immunity Factors in Recovery 
from Lobar Pneumonia and Results of Specific 
Treatment in Type I Pneumococeus Pneu- 
monia.’’ Page 854. Address: 305 Beacon 
Street, Boston. - 


Rosey, Wituiam H. M.D. Harvard Univer- 
sity Medical School 1895. Clinical Professor of 
Medicine, Harvard University. Chief of the 
Second Medical Service, Boston City Hospital. 
His subject is ‘‘The George W. Gay Lectures in 
Medical Ethics.’’ Page 856. Address: 202 
Commonwealth Avenue, Boston. 


THE BOSTON MEDICAL LIBRARY 


RUDOLF VIRCHOW 
1821-1902 


WE are in the habit of offering our homage 
to great names in medicine for the specific things 
they stood for or the particular contributions 
they made to the knowledge of medicine in their 
time. It would be more profitable to us if we 
went a step further and tried to understand the 
way the mind of the Master worked in reaching 
the conclusions at which he arrived, the way 
he used the materials which were available and 
the influences which he allowed to sway him in 
solving the problems in which he became inter- 
ested. There is scarcely any one to whom such an 
approach to an understanding estimate of his life 
would be more worth while than it would in the 
ease of Virchow. We know that he has immor- 
talized himself and his co-workers in the Ar- 
chives that he founded; we admire the ability 
of the man who established cellular pathology 
as the corner-stone of our knowledge of path- 
ological anatomy and we envy the one who could 
find time to make the civic contribution to the 
life of his time, which he did in spite of the 
demands made upon him by the exactions of his 
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scientific work and his teaching. What we, 
however, must learn, if we are to expose the 
secret of his success, is that observation and 
experimentation were the two principles upon 
which he rested the whole structure of his life 
work. The world had been full of speculative 
philosophy, and premises founded upon reason- 
ing rather than upon observed facts had char- 
acterized too much of the medical as well as of 
the philosophical thinking of the time. Virchow 
changed all this by his own efforts and those of 
the men who sat at his feet as students. 

Rudolf Virchow was born in a small town of 
Northern Germany, in the Province of Pome- 
rania, Schivelbien by name, on October 13, 1821. 
Twenty-two years later he was graduated in 
medicine from the University of Berlin. His 
abilities as a student were recognized in his 
University days and had it not been that he 
held political views which were antagonistic to 
the ruling powers in Prussia he would doubtless 
have been given a teaching position at Berlin at 
once, but his nature was not such that he could 
suppress his feelings even though it would have 
served his personal ambitions better had he been 
willing to do so. He therefore accepted a call 
to Wiirzburg where he occupied the Chair of 
Medicine for a few years, devoting his energies 
and thought to the subject of pathology. It 
was here that he was associated with Kolliker, 
a pioneer in the new science of microscopy as ap- 
plied to the study of the tissues of the human 
body. It was during this early period of his 
professional activities (1848) that he was sent 
by the Government to northern Silesia to study 
and report upon an epidemic of typhus fever. 
_ His masterful report did much to enhance his 
reputation as a painstaking investigator and an 
accurate observer. It was not until 1856 how- 
ever that he was finally called to Berlin to the 
Frederick-William University where he became 
Professor of Pathology. While at Wiirzburg 
he had published his ‘‘Handbook of Special 
Pathology.’’ It was during this period also 
that he began, in collaboration with others, the 
publication of the ‘‘Archives of Pathological 
Anatomy, Physiology and Clinical Medicine.’’ 
When he came to Berlin he was in the prime 
of his intellectual vigor, was thirty-six years 
of age and, in recognition of his abilities as a 
teacher, he was provided with a special building, 
known as the Pathological Institute where he did 
all his subsequent work. In 1857-1858 he de- 
livered his epoch-making lectures on Cellular 
Pathology. These were followed shortly by his 
almost equally famous contribution to the study 
of tumors which was published in 1863. That 
he was able to bring out two such remarkable 
contributions at the very time that he was ac- 
tive as a member of the Prussian House of Rep- 
resentatives is an indication of the great capacity 
for work whieh he possessed. He himself, in- 
deed, regarded his activities in the political field 


as a diversion, though many of his friends 
feared for his health as well as showed concern 
that his interest in civie affairs might divert 
him from his real mission in life. He was a 
man of the people and his political activities 
were actuated by his concern for the welfare 
of the body politic in all its relations. Many 
of his papers and much of his time and thought 
were devoted to popularizing the established 
facts in science, public and personal hygiene and 
related matters. In collaboration with von Hol- 


|zendorff he sponsored a great number of series 


of popular lectures upon subjects in literature, 
history, medicine and natural science. His posi- 
tive nature often brought him in conflict with 
other dominant leaders of thought, the most 
conspicuous examples of which was the contin- 
uous and uncompromising opposition to Bis- 
marek in his military policies which resulted on 
one occasion in a challenge to a duel coming from 
the Iron Chancellor. He opposed certain of the 
philosophical views of Haeckel and cautioned 
against the acceptance of Darwin’s claims for 
the theory of natural selection until such time 
as more reliable scientific support for his con- 
clusions could be offered. His enquiring mind 
led him to extend his investigations into the 
fields of anthropology, paleontology and arche- 
ology and the literature of those branches of 
science have been enriched by numerous con- 
tributions from his pen. With all his interests 
and activities he was ever ready to advance, by 
his presence and participation, the interests of 
local as well as national and international socie- 
ties devoted to the discussion of medical prob- 
lems, an attitude which, unfortunately is not 
so commonly taken by those who achieve distine- 
tion in the profession, as is desirable. For a 
long time to come it can probably be said, with- 
out fear of contradiction, that the name of 
Rudolf Virchow will stand unchallenged as the 
ereatest single contributor to the advancement 
of medical science since the impetus provided 
by the work of the early anatomists and physi- 
ologists. His death which oceurred in 1902 
closed a career which was contrasted by Dr. 
Abraham Jacobi, in 1881, with that of Bismarck, 
greatly to the disadvantage of the German 
Chancellor. 


MISCELLANY 


A REDUCED PRICE FOR DR. VIETS’ HISTORY 
OF MEDICINE IN MASSACHUSETTS 


To the Members of the Massachusetts Medical Society: 

This Society, in commemoration of its 150th An- 
niversary, and of the Tercentenary of Boston, pub- 
lished “A Brief History of Medicine in Massachu- 
setts” by Dr. Henry R. Viets. A few hundred copies 
remaining from the early sales to the public are 
now to be offered, by the Massuchusetts Medical 
Society, at a reduced price to Fellows, in order to 
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obtain a wider distribution among the 4697 Fellows 
of the Society. This interesting History, in one 
cloth-bound volume of 194 pp. with 8 full-page 
illustrations, deserves a place in your library and 
in your waiting room. Dr. Viets’ History, supple- 
menting Dr. W. L. Burrage’s History of the Mas- 
sachusetts Medical Society, develops the salient 
events in the wonderful advances of medicine and 
surgery in Massachusetts, from the time of Dr. Boyl- 
ston’s work in inoculation against smallpox to the 
present year. In order that these remaining copies 
may be promptly as well as widely distributed to 
our profession, the committee has authorized the 
Treasurer to offer them now at $1.25 per copy until 
the available copies are sold. In subscribing for 
one or more of these volumes the members of our 
Society will receive good value for themselves, and, 
in addition, help the Massachusetts Medical Society, 
two worth while objects. Subscriptions for the 
“History” will be filled in the order of their receipt 
on application to the Society’s Treasurer, 8 The 
Fenway, Boston, until the available copies are ex- 
hausted; and copies will be sent, post free, on re- 
ceipt of your checks to cover. Not more than two 
copies on each order. 
Signed 
CuHarRLes S. Butter, M.D., Treasurer, 
8 The Fenway, Boston. 


A RADIO MESSAGE PREPARED AND SPON- 
SORED BY THE COMMITTEE ON PUBLIC ED- 
UCATION OF THE MASSACHUSETTS MEDI- 
CAL SOCIETY FOR THE DEPARTMENT OF 
PUBLIC HEALTH 

WHat A HEALTH EXAMINATION MEANS* 


I suppose no one really knows when or where 
the idea of the “health examination” originated. It 
is often suggested that positive constructive ideas 
of health are quite modern ideas. We have been 
told that campaigns against special diseases, for 
example, tuberculosis, have revealed other unsus- 
pected diseases; and that these discoveries forced 
upon us the desirability of examining supposedly 
well people to head off beginning diseases. We 
have been told that military service in the World 
War focussed special attention upon physical ex- 
amination as a means of estimating health and 
efficiency. Again we have heard that business has 
put a new premium upon good health and thus 
given us the idea of health examinations. I sus- 
pect, however, that some pretty constructive ideas 
about health were beginning to take form back in 
those early days when imagination conceived Health 
in the form of Hygeia, the beautiful and gracious 
daughter of Aesculapius, the God of Medicine. 

A long process of painstaking study of facts has 
laid the foundation for modern medical practice. It 
is one of the guarantees of the stability of medi- 
cine that it has been built so largely upon the facts 
of anatomy and physiology and pathology. 


*Broadcast October 8, 1931, Station WBZA—4:50 P. M. 


No persons, however, have been more aware of 
the limitations of medical science nor more modest 
in claims to cure disease than physicians them- 
selves. The confession of faith of our Dr. Charles 
S. Minot is a classical expression: “We have en- 
throned Science in the imagination, but we have 
crowned her with modesty for she is at once the 
essence of man’s hope and the symbol of his 
fallibility.” 

It is precisely such honesty and humility which 
prepare the way for the reception of new truths, 
which in their turn become parts of our system of 
scientific knowledge. I am told that Dr. Richard 
Cabot early in his experience with army medicine 
made this remark: “I never before realized what a 
terrible thing Health is.” I imagine most of us 
physicians, if we are equally honest, must some- 
times confess the same perplexity when confronted 
with the task of estimating health rather than 
disease. The hopeful thing is that already, from 
honest dissatisfaction with what we can accom- 
plish by the older equipment and methods of medi- 
cine, there has come the belief that there are facts 
of life associated with health that are quite as 
readily demonstrated and fully as useful as the 
older ideas of disease. Hence we have the idea of 
the health examination. 

We know that we have not gone very far along 
the way of health examination as a science; for our 
ideas of health are still pretty much bound up with 
ideas of the effects of diseases upon the substance 
of our bodies. We are, however, growing out of 
the idea of disease as mere bodily defect and re- 
sulting discomfort into an idea of disease as in- 
capacity for the things that make life worth while; 
an idea of health centered in and having its ex- 
pression in the personality of the individual. I 
think I have never heard this idea more pic- 
turesquely stated than in the response I have often 
heard from the British Tommy as a hospital pa- 
tient: “Oh, I have quite a bad pain in my back, but 
I feel all right in myself.” Until we appreciate 
the meaning of lives like those of Milton and Steven- 
son and Steinmetz and Snowden we have not yet 
fully grasped the truth about the meaning of 
Health. 

Health is the sum total of the fullest and most 
satisfying life possible for the individual. Health 
examination means finding out all that can be 
found about the body and mind with the prime pur- 
pose of helping a person understand his resources 
for living the fullest possible life with the equip- 
ment that is his; if that equipment is impaired to 
guide him in repairing it; if it cannot be repaired 
to turn even that fact to useful account; if it is 
not impaired to conserve and expand its usefulness. 

Such examination demands keenness of observa- 
tion and depth of understanding. It demands first 
of course the ability to detect defects of the body by 
direct examination and by laboratory tests. It de- 
mands also the more understanding observation of 
behavior and the subtle indications of fears and 
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hopes that arise from factors of the individual life 
and are quite beyond ordinary examination or 
laboratory test. 

This no-man’s land that lies between bodily con- 
ditions and personality states which determine 
Health in the broad sense, our psychologists and 
psychiatrists have just begun to explore. These are 
the health matters that are of most profound sig- 
nificance and broadest influence in human affairs. 
When these matters come to the attention of 
physicians as health questions they often prove 
the most difficult of our medical problems. But the 
principles of that special knowledge should be a 
part of the equipment of any physician proposing to 
make health examinations; and what is quite as 
important should be understood by any individual 
seeking a health examination. 

Remember then that a health examination is 


not a sombre inquest for the detection of diseases; 
for many persons “enjoy” poor health in the ab- 
sence of any known disease; and also many people 
lead essentially healthy and useful lives even in 
the presence of serious disease. A health examina- 
tion is a friendly study of a person’s state of 
health. It is a thorough and understanding. stock- 
taking of his physical and mental equipment to help 
him to get the most possible satisfaction out of 
living with and using his particular physical equip- 
ment. In fact I am coming to believe that all 
physical examinations, whether of hospital patients, 
office patients, insurance or employment applicants, 
or of individuals under other circumstances will be 
more valuable in their interpretations if approached 
from the viewpoint of personal health problems of 
individuals. In this sense all true medical exam- 
inations should be Health Examinations. 


COMPARISON OF DISEASE INCIDENCE IN CONNECTICUT WITH 1930 
AND SEVEN YEAR AVERAGE 


MontTH ENpDING OcToBEerR 17, 1931 


1931 1930 

bo bo bo bo bo 
Cerebrospinal Men. 2 —_— 1 1 1 2 —_— _— 
Chicken Pox 4 2 — 5 29 8 10 14 15 
Diphtheria 3 2 6 5 26 7 7 5 16 
Dysentery Bacillary -- 1 — 2 
German Measles 1 2 4 —_ 1 — — 3 2 
Influenza — 3 1 2 2 3 8 2 2 
Measles 5 2 11 1 17 - 4 2 9 8 
Mumps 6 17 8 10 5 6 1 6 7 
Paratyphoid Fever . 1 2 1 
Pneumonia (Broncho) * 18 7 14 8 16 13 14 16 10 
Pneumonia (Lobar) 11 8 14 16 21 16 12 14 20 
Poliomyelitis 81 64 45 26 5 5 10 10 10 
Scarlet Fever 2 11 9 14 27 14 16 16 15 
Septic Sore Throat 1 1 2 -—— 3 — 1 3 —- 
Tuberculosis (Pul.) 12 23 26 23 28 28 35 24 32 
Tuberculosis (O. F.) 1 1 1 1 2 —_— 4 _ 2 
Typhoid Fever 5 4 5 2 6 2 4 11 7 
Whooping Cough 54 67 28 22 38 17 43 49 37 
Gonorrhea 77 35 23 32 28 24 38 23 26 
Syphilis 51 56 44 22 30 34 79 59 20 


Remarks: No cases of Asiatic cholera, glanders, plague and yellow fever during the past seven years. 


*Made reportable January 1, 1925. 
+Made reportable August 14, 1928. 
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MORTALITY RATES 

Telegraphic returns from 82 cities with a total 
population of thirty-six million for the week ending 
Oct. 10, indicate a mortality rate of 10.3 as against 
a rate of 10.9 for the corresponding week of last 
year. The highest rate (18.1) appears for Trenton, 
N. J., and the lowest (4.1) for Flint, Mich. The 
highest infant mortality rate (12.9) appears for Wil- 
mington, Del., and the lowest for Long Beach, Calif., 
Lowell, Mass., Omaha, Nebr., Schenectady, N. Y., 
Somerville, Mass., Tacoma, Wash., and Yonkers, 
N. Y., which reported no infant mortality. 

The annual rate for 82 cities is 12.0 for the forty- 
one weeks of 1931, and the same rate appears for 
the corresponding weeks of 1930. 


CORRESPONDENCE 


MORE ABOUT MALPRACTICE SUITS 
Editor, New England Journal of Medicine, 

Malpractice suits we have always with us and 
there is a reason—mostly monetary. A few are 
spite suits and a few are for the personal aggran- 
dizement of the lawyer. They harass and stifle prog- 
ress and are without redress. They are both epi- 
demic and endemic, with immunity for none. There 
is always an open season on the doctor and it is 
a grave error of judgment for any one of us to 
consider himself suit-proof. The subject is per- 
haps not so pleasant for discussion as some others, 
but it is of vital importance to our profession and 
well-being, and, like the choosing of a gravelot, 
should be considered as a forethought rather than 
an afterthought. 

Because of the very nature of our profession, and 
our weak resistance we are the easiest sort of prey 
for a monetary or predatory huntsman. Only with 
great difficulty could a sniper get a wild pig out of 
a drove, for he would have the prompt and con- 
certed action of the entire drove to deal with. On 
the other hand. when one of our number is sniped, 
a little flurry of easy talk arises in medical circles 
and then we settle back, each happy in the thought 
that it is not his turn, leaving the victim to play 
practically a lone hand. 

We are probably all familiar with the case of the 
dentist and the swollen jaw. Rightly, at times, he 
refuses to extract a patient’s tooth on his own 
initiative and many times for no other reason than 
the possibility of a subsequent suit. His profession- 
al judgment may clearly call for drainage through 
a tooth socket, but he has learned through bitter 
experience that it is wiser to be passive under such 
circumstances. Some excellent physicians refuse 
1o treat fractures of any sort, knowing this to be 
a fertile field for malpractice suits. It is in treat- 
ing cases of this type that the great advantages of 
the x-ray sometimes react against the physician as a 
boomerang — a poor anatomical alignment being 
flagrantly flaunted before the much more important 
good functional result. 

These suits, ninety-five per cent. of which are mer- 
eenary in character, have as principals the so-called 


“friendly doctor’ with whose workings we are all 
familiar, and who as a rule becomes a party to a 
case by too much loose prattle. Unwittingly or by 
design, by a spoken work or by grimaces, he in- 
volves himself. These need no rehearsal. Early in 
the present year, malpractice suits were ably dis- 
cussed in a paper read before the New England 
Medical Council*, with careful emphasis placed upon 
the indiscretions of the “friendly doctor’, while the 
real activator, the lawyer, was graciously omitted. 
But, in the last analysis, the “friendly doctor” is 
merely bait and is treated as such. It is the 
lawyer who pulls the strings (both heart and 
purse). We are surprised at times at the type of 
lawyer involved in these cases. Looking for a low 
grade, we are astonished to find one who ought 
to know better, one who perhaps, a victim of 
business reverses, feels himself losing his bite and, 
as a matter of self-preservation, reverts to the 
easiest of all prey—the doctor. One of his com- 
monest methods of attack is the application of the 
well-known “squeeze play” threatening the victim 
with unwelcome publicity. (“If the doctor doesn’t 
come across, we'll give him a front page ad.”) 

The more rigid censoring of persons having ac- 
cess to hospital records would be a great help in 
this unfortunate situation. The history rooms 
should not be a public library or arsenal for un- 
scrupulous lawyers working, at times, through a 
“friendly doctor”. The carrying of protective insur- 
ance is as essential as life insurance for, although 
it is said that suits are brought more freely with 
the feeling that the doctor does not have to pay, the 
advantages of such a plan far outweigh the disad- 
vantages. Medical societies have done good work 
by compelling the “doctor called in on the case” to 
work in the open and by registering and checking 
his entire court testimony. Many newspapers have 
also coéperated notably by refusing to give front- 
page vublicity to scheming lawyers, thus pulling 
one of their most deadly fangs. The situation 
could be much improved by the elimination of the 
professional jealousy which still remains in some 
degree within the ranks of the medical profession. 
If we treat each case with possibilities of a suit 
into which we may be called, as that of a brother 
and not as a rival physician, we shall not go far 
astray in the field of ethics. Some states, Maine 
for example, have succeeded in reducing malprac- 
tice suits to a minimum by some of the above 
methods and, most of all, by the whole-hearted, 
active coéperation of all members of the medical 
profession. Other states can do the same. Also, 
a more active participation of the medical profes- 
sion in politics with a view toward passing bills to 
protect the rights of the doctor in matters at law 
would hardly be amiss. Last but not least, this 
subject, although discussed sporadically in medical 
journals, needs more and periodic emphasis. 

Yours truly, 
Henry M. Barnes, M.D. 


*Locke, Herbert E. The malpractice suit: why and wherefore, 
New Eng. J. Med., 204:810-813 (April 16) 1931. 
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A QUESTION REGARDING THE RECORDS OF 
PRESCRIPTIONS FOR ALCOHOLIC LIQUORS 


Editor, New England Journal of Medicine, 

About two weeks ago we received a form letter 
from the Bureau of Industrial Alcohol, calling to 
mind the fact that we should keep a complete rec- 
ord of liquor prescriptions used, in a form book 
(Form 1407 (?) ). 

When the duplicate books came out, I, along with 
others, believed this was done away with, and seeing 
there was a carbon copy—we used to tear out the 
duplicate stubs, for our records, until informed that 
we were to send all completed stubs back. 

I wrote the Bureau, the day I received form letter 
requesting Form 1407 (?) and at the same time 
wrote Sen. David I. Walsh, asking him whether he 
did not think this was a useless waste of the practi- 
tioner’s time—as the duplicate stubs are of what 
use to the Bureau of Industrial Alcohol? 

Today, I received a reply from Senator David I. 
Walsh, but as yet, have not received requested Form 
Book (1407). 

Don’t you think this matter should be taken up 
with the Massachusetts Medical Society getting in 
touch with Congressmen and Senators to do away 
with needless work and records for the busy practi- 
tioner? 

Respectfully, 
Cuas. E. Lyncu, M.D. 

October 24, 1931. 


P. S.: Enclosed is courteous reply of Senator 
David I. Walsh. 


United States Senate 
Washington, D. C. 
October 22, 1931. 
Charles E. Lynch, M.D., 
220 Dorchester St., 
South Boston, Mass. 
My dear Dr. Lynch: 

I have read with interest your letter of recent 
date and I think your suggestions are timely and in 
keeping with efficiency. 

I am taking up the matter with the Bureau of 
Industrial Alcohol and will let you know the reaction 
to my suggestion. 

Sincerely yours, 
Davip I. WALSH. 


PRACTICAL SUGGESTION FOR REMOVAL OF 
MARBLE OR ROUND BODY FROM NOSE 


October 21, 1931. 


Editor, New England Journal of Medicine, 
Frequently physicians are called upon to re- 
move foreign bodies from the nasal cavity. 
Recently I had a small girl of three with a marble 
completely occluding the right nostril. Her par- 
ents had tried for fifteen minutes with forceps to 
remove the marble, but due to its smooth, round 
Their maneuvers 


surface, were unable to grasp it. 


had also pushed the marble deeply into the nostril. 
When seen, the marble was approximately half an 
inch beyond the nasal orifice. It completely oc- 
cluded the nostril, and was held firmly in place. 
Difficulties associated with its removal with forceps 
can readily be seen. Therefore, it occurred to me to 
try a simpler method of removal. A rubber tube, 
slightly smaller than the diameter of the marble, 
was taken, the proximal end anointed with K. Y. 
jelly, and the distal end attached to a suction ap- 
paratus. The tube was then introduced into the 
nostril and brought in apposition with the marble; 
suction was applied, and the tube was then slowly 
removed, and to my surprise the marble remained 
attached to the tube and was removed without the 
slightest difficulty (the marble acting as a ball-valve 
at the end of the tube). 

An added advantage to this method of removal, 
aside from its ease, is that the tissues are not 
traumatized, and it does not hurt the patient. 

Epwarp A. CrRAMTON, M.D. 

467 North Street, Pittsfield, Massachusetts. 


RECENT DEATH 


TIANI—Dr. BERNARDO TIANI, aged 47, died at his 
home in Lawrence, February 14, 1931, of “general 
paralysis”. 

The son of Nicola and Ceresina Tiani, he was 
born in Brognoturo, Italy. He was educated at the 
Royal College of Monteleone and at the Royal Uni- 
versity of Naples, receiving his M.D. at the latter in 
1911. Dr. Tiani settled in Lawrence in 1914 and 
joined the Massachusetts Medical Society the fol- 
lowing year. 

He is survived by his widow, Vespatiano, and by 
one son and two daughters. 


NOTICES 


LECTURE ON SENSE ORGANS AND NERVE 
CELLS AT THE HARVARD UNIVERSITY MEDI- 
CAL SCHOOL 


Dr. E. D. Adrain, of the Department of Physiol- 
ogy. Cambridge, England, will lecture on Sense 
Organs and Nerve Cells on Tuesday, November 3, 
1931, at 5 P. M., in Amphitheatre C, Harvard Medi- 
cal School. 


RADIO HEALTH MESSAGES 


Sponsored by the Public Education Committee of 
the Massachusetts Medical Society and the Massa- 
chusetts Department of Public Health. 

Courtesy WBZA. Thursdays at 5:17 P. M. . 
November 
5 High Blood Pressure 
12 The Care of Pulmonary Tuberculosis 
19 Accidents in the Home 
26 Fatigue as a Symptom of Disease 
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-December 1932 
3 Overweight—Cause and Prevention January 


Can We Prolong Life? 
Pasteurized or Raw Milk 

Public Health in the Coming Year 
Mental Health 


10 
17 
24 
31 


StaTe House BrRoOaDCAst 


Sponsored by the Massachusetts Department of 
Public Health. 

Courtesy WEEI. Fridays at 12:30 P. M. 

The various activities of the Department are dis 
cussed by the Directors of its nine Divisions. 


Raptio HEALTH ForuM 


Directed by the Massachusetts Department of 
Public Health. 

Courtesy WEEI. Fridays at 4:50 P. M. 

Queries from the public are answered under the 
sponsorship of the Department. 

Questions on Health and Prevention of Disease 
may be sent to: Radio Health Forum, State Depart- 
ment of Public Health, State House, Boston. 


PROGRAM 


SpeciaL SERIES OF BROADCASTS 
Sponsored by the Massachusetts Department of 
Public Health. Courtesy WEEI. Mondays 7:15 
P. M. 
Cancer 
November 
2 How To Use a Cancer Clinic 
George H. Bigelow, M.D. 
9 A Hopeful Note About Cancer 
Timothy Leary, M.D. 
Health from Zero to Ninety 
16 Prenatal and Infant Health 
Harold C. Stuart, M.D. 
23 Preschool and School Health 
Stanley H. Osborn, M.D. 
30 Health and the College Student 
Mary DeKruif, M.D. 


December 

7 Health and Safety of the Young Adult 
C.-E. A. Winslow, Ph.D. 

14 Health At and After the Prime of Life 
Herbert L. Lombard, M.D. 


WuHitTe House CONFERENCE ON CHILD HEALTH 
AND PROTECTION 


Round Tables 


December 
21 Round Table No. 1—Why Another Conference? 
Conducted by George H. Bigelow, M.D. - 
28 Round Table No. 2—How Much Care Does the 
Well Child Need? 
Conducted by Mr. Frank W. Kiernan 


4 Round Table No. 3—Health in Education—Edu- 


cation in Health 
Conducted by Raymond Patterson, Ph.D. 
11 Round Table No. 4—What a Community Owes 
to Its Children 
Conducted by Lila Owen Burbank, M.D. 
18 Round Table No. 5—Unto the Least of These 
Conducted by Mr. Alfred F. Whitman 


MEDICAL CLINIC AT THE PETER BENT 
BRIGHAM HOSPITAL 


At 3:30 P. M., on Thursday, November 5, in the 
Amphitheatre of the Peter Bent Brigham Hospital, 
a medical clinic will be given by Dr. Henry A. 
Christian, to which physicians are cordially in- 
vited. The clinics will be held regularly on Thurs- 
day afternoons. 


REPORTS AND NOTICES 
OF MEETINGS 


SOUTH END MEDICAL CLUB 


Dr. Arthur T. Legg, Associate Orthopedic Sur- 
geon for the Harvard Infantile Paralysis Commis- 
sion, discussed The Early Treatment of Infantile 
Paralysis at the first meeting this Fall of the South 
End Medical Club held at the Boston Tuberculosis 
Association office October 20. 

“The treatment of Infantile Paralysis after the 
acute stage is of extreme importance,” said Dr. 
Legg. “It has two objects: First, to prevent the 
development of the deformities which are liable to 
occur; and second, to bring back power to the para- 
lyzed and weakened muscles. 

“Most of these deformities may be prevented if 
the cases come under treatment soon after the 
onset. The many severe deformities that occur in 
untreated cases are due to the contraction of the 
unparalyzed muscles when unopposed by the weak- 
ened ones. 

“Patients should be compelled to remain re- 
cumbent or flat in bed to prevent deformities at the 
hips and of the body until the muscles are strong 
enough to hold the body in its normal positions, or 
be held in such position by corset or brace. Like- 
wise the legs should be held in their normal posi- 
tions by light splints to prevent deformity. 

“After the acute symptoms are over, a complete 
examination of all the muscles of the body can be 
made, and their condition can be determined. 

“The bringing back of power to muscles weak- 
ened by this disease is a long and tedious process. 
In the cases of certain muscles, where the nerves 
have been completely destroyed, no strength can 
ever be regained. A great deal of improvement can 
be made, however, in weakened muscles where the 
nerve supply is only partially destroyed, and many 
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muscles make a complete recovery of muscle 
power. 

“A long period of massage and muscle training, 
scientifically supervised and carefully carried out 
with the full codperation of the parents and pa- 
tients, is necessary to accomplish the improve- 
ment. 

“The object of the muscle training is to make 
the weakened muscles perform their normal func- 
tion, thus increasing their power. Only a very 
slight contraction of a weakened muscle may be 
felt at the beginning, but by constant repetition of 
this movement, the muscles will gradually become 
stronger, if not allowed to overdo. It is only by 
this repeated work that the weakened muscles will 
regain their strength. 

“It is often asked,—‘Why not let the child walk 
and run as much as possible, to exercise the mus- 
cles, and so increase his strength?’ It is because, 
if this is done, children will use the weakened mus: 
cles too much and thus they will become weaker. 
The muscles must be watched very carefully for 
any sign of weakening, and the exercises governed 
accordingly. 

“The treatment of these cases is, therefore, very 
iong and tedious. It must be carried out under 
careful supervision, and the weakened muscles 
strengthened by special exercises to guard against 
beginning deformities. Parents should see to it 
that in the early stages their children receive prop- 
er attention, and are not neglected until deformity 
occurs. It is much easier to prevent early deformi- 
ty than to cure it later. 

“I see many cases with terrible deformities,—the 
legs drawn up to the body, with bad curves of the 
spine, and some even crawling about on all fours, 
due really to neglect, the parents believing that 
nothing can be done for the victims. But cases 
paralyzed even for many years can be greatly 
benefited by proper treatment. The idea that noth- 
ing can be done for cripples of long standing is 
entirely wrong. 

“In about a year after the attack, we can de- 
termine what muscles will remain completely 
paralyzed and how much we can expect from the 
weakened ones. It is at this time that the opera- 
tive treatment may be started to further benefit the 
patient. 

“As the treatment for this disease is such a slow 
one, parents are apt to become discouraged. They 
will be advised to do this and that; they will re- 
ceive pamphlets from charlatans promising cures. 
There is no quick cure and no honest physician can 
or will promise one. 

“The economic question of looking after thou- 
sands of cripples is a great one. Children paralyzed 
or semi-paralyzed are an added problem in the 
home and in the community at large. In the home 
special attention must be paid to them; special 


chairs and apparatus made and kept in constant re- 
pair; special exercises given regularly, and the ut- 
most patience and perseverance shown. 


“The importance of this situation has been recog- 
nized by the States of Vermont, New York, Minne- 
sota, and Montana, and treatment of the cases is 
carried out by the State Boards of Health. 

“In Massachusetts, the Harvard Infantile Paraly- 
sis Commission was organized in 1916 to carry out 
the after-treatment of cases afflicted with Infantile 
Paralysis with its headquarters at the Children’s 
Hospital where clinics are held three days a week. 
Treatment clinics are also held in different cities 
in the State. The Commission in conjunction with 
the State Department of Health sends doctors at the 
request of the family physician for the early diag- 
nosis and treatment of the disease.” 


JOINT MEETING OF THE GREATER BOSTON 
MEDICAL SOCIETY AND THE BETH ISRAEL 
HOSPITAL 


The Greater Boston Medical Society and the Beth 
Israel Hospital held their regular joint meeting 
October six at eight-thirty P. M. in the Beth Israel 
Hospital. Dr. L. J. Ullian presided. 

Dr. Abraham Myerson addressed the meeting on 
“Intracranial Dynamics”, and Dr. Sidney D. Kramer 
of the Harvard Infantile Paralysis Commission dis- 
cussed poliomyelitis. 


Intracranial pressure experiments, according to 
Dr. Myerson, have always, heretofore, been made on 
animals, usually under the influence of anesthetics. 
The results of several experiments on unanesthe- 
tized humans, performed by him and Dr. Lowman, 
were reported. 

Intracranial dynamics involve the relations be- 
tween the pressures of the arterial and venous 
blood supplies, and of the cerebrospinal fluid. In 
these cases, the arterial blood pressure was meas- 
ured Occasionally by a needle inserted in the com- 
mon carotid artery, but usuaily by the ordinary 
brachial cuff. The venous pressure was obtained 
by inserting a needle into the internal jugular vein 
just anterior to the mastoid process. Lumbar 
puncture showed the pressure of the cerebrospinal 
fluid. Variables impossible to measure include the 
rates of blood flow, and of the formation and ab- 
sorption of the cerebrospinal fluid. 

It is of clinical importance to determine the re- 
lations of changing arterial and venous pressures to 
the intracranial pressure, as measured by changes 
in the cerebrospinal fluid pressure. It has been 
shown by Hill, Becht, Weed, Cobb, Blumgart and 
others that the pressure of the cerebrospinal fluid 
depends mainly on the venous rather than the 
arterial pressure. However, a_ sharp, sudden 
rise of arterial pressure will cause a rise in cere- 
brospinal fluid pressure. 

Postural changes are especially important clini- 
cally. Increases in thoracic or abdominal pressure, 
such as that produced by coughing or straining at 
stool, are promptly reflected in increased arterial, 
venous, and cerebrospinal fluid pressures. If the 
head is raised, all pressures drop at first; the ve- 
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nous and cerebrospinal fluid pressures remain low, 
but the arterial pressure rises and then falls as 
compensation is established. If the head is low- 
ered, all rise at first, while the arterial pressure 
falls slowly. It is suggested that this adjustment is 
brought about by the vasomotor nerves of the 
brain, which Penfield has shown accompany the pial 
vessels. Furthermore, many intracranial symptoms 
which follow brain injury or appear in neurotics 
may be due to a disturbed vasomotor condition in 
the brain which is unable to compensate for the 
gross postural changes. 

The cifect of several drugs on pressures has also 
been investigated. Under ether anesthesia, the ve- 
nous and cerebrospinal fluid pressures rise, but the 
arterial falls. A single case under amytal anes- 
thesia showed no particular change in intracranial 
dynamics. If adrenalin is injected, all three pres- 
sures rise. However, Beck has demonstrated by 
animal experiments, that if the venous pressure is 
kept constant by withdrawal of blood from the 
torcula, the cerebrospinal fluid pressure rises with 
the arterial. He believes that this is due to the 
sudden increase in arterial pressure. 

Amyl nitrite causes a sharp rise in jugular and 
cerebrospinal fluid pressures, while the arterial 
pressure usually falls. Histamine produces no 
change in the venous pressure, a fall in the arterial, 
but, remarkably, a sharp rise in the cerebrospinal 
fluid pressure. This effect probably results from a 
venous dilatation which increases intracranial pres- 
sure. 

Caffeine is the one drug which rapidly reduces 
intracranial pressure. After it is administered, the 
arterial pressure shows no change, the venous pres- 
sure remains unaltered or falls very slightly, while 
the cerebrospinal fluid pressure falls immediately 
but slowly recovers. This is probably due to a loss 
of the water content of the brain due to the action 
of caffeine. 


Dr. Kramer discussed the epidemiology, diagnosis, 
and treatment of infantile paralysis. Recent neu- 
tralization experiments, comparable to the Schick 
test in diphtheria, make it possible to study the 
immunologic reactions of large groups. Human 
convalescent serum, monkey convalescent serum, 
and monkey immune serums nearly always complete- 
ly neutralize the virus. Furthermore, about fifty 
per cent. of normal human serums neutralize the 
virus. This percentage is consistently higher in 
urban than in rural communities. Ninety per cent. 
of urban adults are immune, while immunity is less 
frequent in the younger age groups. Adults from 
southern communities are quite as immune as those 
from the north although clinical poliomyelitis is 
fairly rare in the south. All new-born infants of 
immune mothers have a passive immunity which 
passes off toward the end of the first year. 

In any single epidemic, contact infection may 
seem inadequate to explain the spread of the dis- 
ease, but statistics show that the incidence is re- 
lated directly to the density of the population. It 


appears, therefore, that the mode of infection is 
primarily by contact. It is manifestly impossible to 
isolate the carriers of the disease, so all that can 
be done with regard to protection is to isolate the 
early cases. 

It has long been assumed that mild gastro-intes- 
tinal or upper respiratory symptoms occurring dur- 
ing an epidemic of poliomyelitis were mild attacks 
of the disease and that such attacks were respon- 
sible for the widespread immunity. A test was 
carried on during an outbreak in Bedford, Mass. 
Groups of children who had these mild symptoms 
and those who had no symptoms, both in Bedford 
and a neighboring town were compared five months 
after the outbreak by neutralization experiments. 
The results in each series were practically identi- 
cal. This indicates that the widespread immunity 
of the population does not take place entirely in 
epidemic times, but rather more uniformly through- 
cut the years. 

The disease itself begins abruptly with a mild 
gastro-intestinal upset and fever of 101 or 102 de- 
grees. The child characteristicaily has a headache 
and stiff neck and back. The child is more pros- 
trated than would be expected from the fever, and 
is very alert and apprehensive. The spinal fluid 
is under increased pressure, with 20 to 2000 cells, 
the usual number being from 200 to 300. The 
globulin is regularly increased, and the sugar 
normal. 

Dr. Kramer pointed out that the value of con- 
valescent serum has not yet been definitely es- 
tablished. The results of the Massachusetts cases 
treated in the preparalytic stage when compared 
with cases seen in the postparalytic stage show a 
much lower case fatality rate, and paralysis which 
is more infrequent and of less extent in the treated 
group. For obvious reasons alternate preparalytic 
cases have not been used as controls. All patients 
seen in the preparalytic stage, however, so far as 
possible, have been treated. Because of the inade- 
quate supply of convalescent serum in other lo- 
calities during the present epidemic the results of 
a more accurately controlled series will soon be 
available. 

In 1930 there was a sharp drop in the case fatality 
rate which Dr. Kramer attributes in part to the 
Drinker-Shaw respirator. 


JOINT MEETINGS OF THE SUFFOLK DISTRICT 
MEDICAL SOCIETY AND THE BOSTON MEDI- 
CAL LIBRARY 
The schedule of the seven monthly meetings of 

the Suffolk District Medical Society and the Boston 


Medical Library which will be held during 1931-32 


on Wednesdays at 8:15 P. M., appears below. 
November 18, 1931. 
Clinical Program, Thorndike Memorial Labora- 
tory, 2d and 4th Medical Services of the Boston 
City Hospital. 
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December 16, 1931. 
Clinical Program, Peter Bent Brigham Hospi- 
tal. 
January 27, 1932. 
General Meeting in Association with the Bos- 
ton Medical Library. Titles and speakers to 
be announced later. 
February 24, 1932. 
Clinical Program, The Children’s Hospital. 
March 30, 1932. 
Clinical Program, New England Deaconess Hos- 
pital. 
April 27, 1932. 
The Annual Meeting, Boston Medical Library. 
Election of Officers. 
The Medical Profession is cordially invited to at- 
tend all of these meetings. 
GrorGE S. Derpy, M.D., President. 
LELAND S. McKirtrrick, M.D., Secretary. 
Hivpert F. Day, M.D., Boston Medical Library. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


The November meeting of the Suffolk District 
Medical Society will be held at the Boston City 
Hospital, the Surgical Amphitheatre, on Wednes- 
day, November 18, 1931, at 8:15 P. M. 


Clinical Program presented by members of the 
Staff of the Thorndike Memorial Laboratory, Sec- 
ond and Fourth Medical Services, B. C. H. 

1. Treatment of Malignant Leucopenia with 
Pentose Nucleotides. Henry Jackson, Jr., 
M.D. 

2. The Use of Fowler’s Solution in Leukemia. 
Claude E. Forkner, M.D. 

38. The Mechanism and Treatment of the 
Paroxysmal Dyspnea and Asthma Associated 
with Heart Disease. Soma Weiss, M.D., 
George P. Robb, M.D. 

4. The Importance of Infection in Arthritis. 
Chester S. Keefer, M.D. 

5. Treatment of Cases of Anemia. George R. 
Minot, M.D., Clark W. Heath, M.D., Maurice 
B. Strauss, M.D. 

It is anticipated that each speaker will illustrate 

the topic presented by one or more cases. 
GeorcE S. Derby, M.D., President. 
LELAND S. McKirrrick, M.D., Secretary. 


MASSACHUSETTS PSYCHIATRIC SOCIETY 


The seventh annual meeting will be held at the 
Hotel Somerset, 400 Commonwealth Avenue, Bos- 
ton, Friday evening, October 30, 1931. 

Dinner will be served at 6:30 P. M., and will be 
immediately followed by the annual business meet- 
ing, and resolutions on deaths of deceased mem- 
bers. 


BUSINESS 

1. Report of secretary and treasurer. 

2. Election of officers. 

The name of an applicant for membership will 
be submitted to the society for election. 

The speaker of the evening will be C. S. Slo- 
combe, Ph.D., President, Industrial Counsellors, Inc. 
Dr. Slocombe is a statistician and industrial psy- 
choiogist. He has done extensive research work on 
accidents and their causes and will take for his sub- 
ject: “The Scientific Method in Motor Vehicle Ad- 
ministration.” 

WINFRED OVERHOLSER, M.D., Secretary. 


NEW ENGLAND HEART ASSOCIATION 


The New England Heart Association plans to con- 
tinue the program of last winter with a series of 
monthly discussions of various aspects of cardio- 
vascular disease. The first meeting will be Novem- 
ber 4 at 4:30 P. M. at the Boston Medical Library. 
The subject will be “Raynaud’s Disease.” The 
speakers will be Dr. James C. White and Sir Thomas 
Lewis. Discussion of these papers will be by Dr. 
Arthur W. Allen. 


The program of succeeding meetings follows: 
December 2, 1931. 


II. Congenital Cardiovascular Disease. 
1. Anatomy and’ Physiology. (Dr. A. C. Ern- 


stene.) 

2. Clinical types and diagnosis. (Dr. Howard B. 
Sprague.) 

3. Prognosis (Follow-Up Studies). (Dr. Hyman 
Green.) 


4. Discussion. 


January 6, 1932. 
III. Rheumatic Heart Disease. 
1. Rheumatic Infection—General Summary. (Dr. 
T. Duckett Jones.) 
2. Diagnosis and Clinical Features. 
liam Breed.) 
3. Treatment. (Dr. William H. Robey.) 
4. Discussion. (Dr. John Lovett Morse.) 
February 4, 1932. 
IV. Bacterial Endocarditis. 
1. Pneumococcus Endocarditis. 
T. Lord.) 
2. Other Types of Acute Bacterial Endocarditis. 
(Dr. Cadis Phipps.) 
3. Streptococcus Viridans. 
son.) 
4. Discussion. 


March 2, 1932. 
V. Effect on the Heart of Diphtheria, Scarlet Fe- 

ver and Tuberculosis. 

1. Pathology. (Speaker unassigned.) 

2. Clinical Aspects of the Heart in Diphtheria 
and Scarlet Fever. (Dr. Edwin Place.) 

3. Tuberculosis and the Heart. (Dr. John B. 
Hawes 2nd.) 

4. Discussion. (Dr. Conrad Wesselhoeft.) 


(Dr. Kenneth D. Blackfan.) 


(Dr. Wil- 


(Dr. Frederick 


(Dr. Hyman Morri- 


(Dr. James Hitchcock.) 
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April 6, 1932. 
VI. Cardiovascular Syphilis. 
1. Pathology. (Dr. Tracy Mallory.) 
2. Diagnosis. (Speaker unassigned.) 
3. Treatment. (Speaker unassigned.) 
4. Discussion. (Dr. Samuel A. Levine.) 


May 11, 1932. 
VII. Thyrocardiac Disease and Other Endocrine 
Cardiovascular Relationships. 
1. Hyperthyroid Heart Disease and Management 
of Therapy. (Dr. Lewis Hurxthal.) 
Hypothyroid Heart Disease and Management 
of Therapy. (Dr. James H. Means.) 
3. Other Endocrine Cardiovascular Relation- 
ships. (Dr. Fuller Albright.) 
4. Discussion. (Dr. Gerald Blake.) 


June 1, 1932. 
VIII. Non-Valvular Heart Disease (“Chronic Myo- 
carditis”). 
1. Pathology. (Dr. Shields Warren.) 
2. Diagnosis. (Dr. Henry A. Christian.) 
3. Treatment (Dr. Henry Jackson.) 
4. Discussion. (Dr. Francis W. Palfrey.) 
B. SpracueE, M.D., 
270 Commonwealth Avenue, 
Chairman of the Program Committee. 


SOCIETY MEETINGS 
CONGRESSES AND CONFERENCES 

ep 30—Massachusetts Psychiatric Society. 
page 891. 

October 30—Belmont Medical Society. 
issue of October 22. 

November 3—Lecture on Sense Organs and Nerve Cells. 
See page 887. 

November 4- June 1—New England Heart Association. 
See page 891. 


November 4 and 18—Harvard Medical School. The 
George W. Gay Lectures on ‘‘Medical Ethics.’’ See notice 
on page 791, issue of October 15. 


November 5—Medical Clinic at the Peter Bent Brigham 
Hospital. See page 888. 

November 25- May 6—The William Harvey Society. 
See page 745, issue = October 8. 

April 4-8, 1932—The American at a of Physicians. 
See notice on page 1232, issue of June 


Autumn 1931—Spring Medical Post- 
graduate Courses in Berlin. See page 468, issue of 
August 27. 


See 


See page 838, 


DISTRICT MEDICAL SOCIETIES 
Essex North District Medical Society 
January 6, 1932—At Haverhill. 
May 4, 1932—Annual meeting at Lawrence. 


Essex South District Medical Society 


November 4, Hospital. Clinic 5 P. M. 
Dinner 7 P. M. Speaker: Dr. William P. Murphy, Boston. 
Subject: Present Status of Diagnosis and Treatment of 
the Various Anemias. 


November 5, Thursday—Censors’ Meeting at Salem Hos- 
pital, 3:30 P. M. 


December 2, severly Hospital. Clinic 5 
P. M. Dinner 7 P. Spea Dr. Raymond S. Titus, 
Boston. Subject: Some Ceanplitations of Pregnancy and 
Puerperium. 


January 6, 1932, Wednesday—Danvers State Hospital, 
Hathorne. Clinic 5 P. M. Dinner 7 P. M. Speaker: Dr. 
ey Semen, Boston. Subject: Modern Treatment of 

yp 


see 3, 1932, Wednesday—Council Meeting, Bos- 


Dinne M. Speakers: Dr. Lincoln F. Sise and Dr. 

erry. Kies main. “Subject: of the “Anesthetic 
for the Patient and Operation. Dr. Sise to speak fro 
the viewpoint of the maathatist, and Dr. Germain from 
the viewpoint of the Surgeon. 


Dinner M. ject to by announced later. 
Speaker: Dr. Rb.: W. Barron, Boston 


Clinic 5 P. M 7 P. M. Speaker: Dr. r P. 
Wakefield, State of Health. Subject: 10- ‘Year 
Tuberculosis Program in the Public Schools. 


May 5, 1932, Thursday—Censors’ Meeting, Salem Hospi- 
tal, 3-30 P. M. 


10, 1932, Tuesday—Annual Meeting. The Tavern, 


May 
Gloucester. Speaker and subject to be announced later. 
Ladies invited. 


Franklin District Medical Society 

Meetings will be held on the second Tuesday of Novem- 

, March and May at the Weldon, Greenfield, 
a 


CHARLES MOLINE, Secretary. 


Middlesex East District Medical Society 
At a meeting of the executive committee the ppowine 
schedule for the Middlesex East District Medical Society 
was arranged: 
November—At Wakefield. 
January—At Melrose. 
March—At Reading. 
May—At Woburn. 
“All meetings on the second Wednesday of each month 
unless otherwise announced. 
Middlesex South District Medical Society 


November 5—Censors’ Meeting. See page 839, issue of 
October 22, 


Suffolk District Medical Society 
November 5—The Censors of the Suffolk District Medi- 


he Fenway, Thursday, 


oc 
Candidates should make perso onal on to the 
Secretary, and present their medical diplomas at least 


one week before the examination 


LELAND S&S. McKITTRICK, Secretary. 
205 Beacon Street, Boston. 


November 18 - April 27—Joint meetings of the Suffolk 
District Medical Society and the Boston Medical Library. 
See page 890. 


November 18—See page 891. 


Worcester District Medical Society 


Wednesday evening, November 11, 1931 — Worcester 
med of Franklin Street, Worces- 
Mass. :45— Bone Lesions of Congenital 
Syphilis by Dr. Stafford "McLean, Clinical Professor, Dis- 
eases of Children, Columbia College of Physi- 

cians and Surgeons, New York City. 
December 9, 1931 — Worcester 
klin fel Worces- 


Hospital, cester, Mass. inner, complimentary 


Wednesday January, 1082—Worcester City 
by ny Hospital, o be announced 


later 
sihadiaeaiidites evening, February 10, 1932—Worcester State 
Hospital. 6:30—Dinner, compl mentary by the Worcester 


State Hospital. 
nounced later. 


evening March 9, 1932—Memorial 

rial Hospital. pediatric meeting th 
to be announced late 


7:45—A psychiatric program to be an- 


April 13, 1932—Grafton State Hos- 
pita 
by Grafton State 
nounced later. 

Wednesday afternoon and evening, iy A 11, 1932—An- 
nual Meeting. Program to be announced later. 


ERWIN C. MILLER, Secretary. 


North Grafton, Mass. 


6:30—Dinner, complimentary 
Hospital. 


7:45—Program to be an- 


cal Society will meet for the examination of candidates 
at the Medical Library, No. 3 


